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i 
Abstract 
This study examined how everyday living conditions known to influence health outcomes – 
social determinants of health – differ between transgender Ontarians and the general Ontario 
population. Previously collected data on social determinants, demographics, health, and 
health care from trans (n=433) and non-trans individuals (n=39980) living in Ontario were 
used. Standardized prevalence differences showed that significantly more trans individuals 
were underpaid and underemployed, unable to complete their post-secondary education, and 
had experienced food insecurity, social exclusion and unmet health care needs. Differences 
were largest comparing trans men to cisgender men of the same age distribution. Findings 
from this study identified where inequalities in social determinants were greatest for trans 
individuals and communities in Ontario; results may aid in the development of policies or 
interventions targeted at bridging the gaps between resources accessible for trans people and 
those available to the general populace.  
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Chapter 1  
 
1 Introduction & Objectives  
This chapter explains the terms transgender and social determinants of health, reviews 
current policies in Ontario affecting transgender individuals, presents data sources, and 
outlines the study objectives. 
1.1 Defining ‘Transgender’ 
Before discussing the term transgender, the distinction between gender and sex must be 
clarified. Sex refers to biological factors such as genes and chromosomes, which give rise 
to either male-typical or female-typical internal and external genital structures and 
hormones (Byne, 2007). Gender, on the other hand, denotes a cultural role or category 
(e.g., woman, girl, boy, man) and/or aspects related to existing in that role in society. 
Thus, a person’s gender identity is their internal sense of being female, male or something 
else, and their association with the expectations, societal norms, and behaviours that 
accompany that identity (Money & Ehrhardt, 1972). This is different from sexual 
orientation, which is one’s pattern of sexual or romantic attraction to those of the same, 
opposite, both, or neither sex or gender. These sexual identities are generally described as 
heterosexual, homosexual, bisexual and sometimes asexual, though there are numerous 
appropriate and frequently used terms, depending on preference. Accordingly, the term 
transgender (often abbreviated as ‘trans’) has been adopted to describe individuals whose 
gender identity, expression, or behaviour differs from the medical and legal sex assigned 
to them at birth (Stroumsa, 2014). Transgender is an umbrella term that is currently used 
to describe individuals covering a broad spectrum of non-conforming gender identities – 
including genderqueer, cross-dresser and androgynous – not all of whom may actually 
identify as transgender. Since individuals often identify in more than one category, 
subgroup analysis of these identities can be challenging; only a minority of these groups 
have been studied regarding health concerns (Lawrence, 2007). 
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1.2 Social Determinants of Health 
Since the mid-1970s, Canadian government policy documents have reflected the belief 
that the major factors shaping the health of Canadians (defined here as the “state of 
complete physical, mental and social well-being and not merely the absence of disease or 
infirmity” (WHO, 1946)) are not, as formerly believed, lifestyle choices or medical 
treatments, but are instead their everyday surroundings. In fact, the Canadian Institute for 
Advanced Research estimates that only 15 percent of our population’s health is due to 
genetic or biological factors, with the remaining 85 percent attributable to the physical 
environment, the health care system, and to political, economic, and social environments 
(Keon & Pepin, 2008). These overall living conditions that determine a person’s health 
are known as the social determinants of health (SDOH) (McGibbon, 2009). Fourteen 
elements comprise the most commonly used list of social determinants of health in 
Canada: Aboriginal status, disability, race, early life, employment and working 
conditions, food insecurity, health services, income and its distribution, gender, housing, 
education, unemployment and job security, social exclusion and social safety net. More 
recently, the World Health Organization acknowledged inequalities in social determinants 
of health to be the leading cause of health disparities between populations (WHO, 2008); 
in Canada, income inequality alone has been associated with the premature death of 
40,000 Canadians a year (Tjepkema et al 2013).  
Health disparity is generally defined as ‘inequalities or differences in health status, health 
outcomes and risk factors that exist between population subgroups’ (PHAC, 2005). 
Health disparities do not occur randomly; rather, they are differentially distributed among 
certain populations, and their effects are not restricted to these groups. Inequalities in 
health are damaging to our society for several reasons. First, health disparities are 
contradictory to Canadian principles, threatening to divide individuals and communities 
and reduce overall quality of life. Second, they create an avoidable burden on the health 
system, as individuals in underserved groups are more often, and more seriously, sick or 
injured, necessitating higher levels of health care and social services use. Third, they 
place the burden of poor health on the individual, creating barriers to community life and 
resulting in feelings of isolation and exclusion. Though the consequences are clearly 
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severe, reports by the PHAC indicate that the health of some groups are improving faster 
than others, increasing health disparities nationwide (PHAC. 2005). While the terms 
health disparities and health inequalities are used interchangeably in this thesis, they 
should not be conflated with health inequities, which refers to situations where health 
outcomes and risk factors between populaces are not only unequal, but also deemed 
unjust or unfair.  
Previous research on transgender individuals strongly suggests inequalities in social 
determinants exist within trans communities: trans people regularly face obstacles in 
securing and maintaining stable employment (Kenagy, 2005; Conron et al., 2012; Bauer 
et al., 2011; Grant et al., 2011) and have disproportionally low incomes (Reback et al., 
2001; Grant et al., 2011; Bauer et al., 2012), despite being well-educated (Reback et al., 
2001; Kenagy & Bostwick, 2005; Bauer et al., 2010). In addition, access to social 
services, such as homeless shelters, counselling services and affordable housing projects, 
are challenging, and in some cases, impossible to obtain for trans individuals (Wellesley 
Institute, 2008; Grant et al., 2011; Bauer et al., 2009; 2015). Trans people also encounter 
numerous barriers when accessing or attempting to access healthcare services, ranging 
from lack of knowledge and discrimination, to outright denial of care (Bauer et al., 2013; 
Bauer & Scheim, 2015) Yet, despite growing national and international awareness of the 
existence of transgender people and of issues faced by trans communities, there is a 
paucity of research studying inequalities in social determinants of health as a whole for 
this population.  In addition, a large proportion of studies on social demographics and 
determinants of trans people carried out in North America to date have used data from 
large metropolitan cities in the United States (Wilson et al., 2015). It is not yet clear 
whether results from these studies are relevant within a Canadian context, and to trans 
people living in smaller cities and rural areas.  
Furthermore, most studies on health inequalities for trans individuals have grouped the 
concerns of trans people with those of sexual minorities, using the acronym ‘LGBT’ 
(lesbian, gay bisexual and transgender) (Dysart-Gale, 2010; Anderson et al., 2001). This 
terminology mistakenly suggests that trans represents a minority sexual orientation, 
despite the reality that trans individuals also identify as heterosexual, gay, lesbian or 
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bisexual, and instead should be considered as a distinct gender minority. LGBT studies 
have also revealed that trans people consistently experience a greater lack of social 
support and higher levels of discrimination than LGB people (Anderson et al., 2001). 
Risks of violence (especially sexual assault), drug use, depression and attempted suicide 
are likewise elevated in this population (Clements-Nolle et al 2001; 2006). Additionally, 
trans people face the distinct structural barriers that arise when lived gender and name do 
not match birth certificate, health card, or driver’s license. As a consequence, access to 
certain social determinants of health – such as housing, employment, health and social 
services – is more difficult for members of the trans community compared to LGB 
individuals. Thus, the need to examine how social determinants of health shape and 
influence health outcomes in this population alone is apparent. 
1.3 Transgender-Specific Health Concerns  
In health care, several trans-specific health issues exist: access to health providers with 
satisfactory levels of knowledge of trans issues, use of prescription hormone medications, 
surgery and counselling regarding surgical procedures, and access to non-transition 
related care. Often, trans people choose to undergo hormone replacement therapy (HRT) 
while transitioning. This treatment changes the balance of hormones in the body, in order 
to cause the development of secondary male-typical or female-typical sex characteristics 
(Hembree et al., 2009). In addition, many trans adults also opt to receive genital sex 
reassignment surgery (SRS) to complete their transition. As reassignment procedures can 
be both intense and invasive, and may result in severe complications if managed 
incorrectly pre or post-operatively, in Ontario, they must be recommended, administered, 
and monitored by an appropriate health care professional. While HRT can be prescribed 
by one’s family physician, there is only one clinic in Canada that has the expertise 
necessary to perform complex reconstructive genital surgery: the Gender Reassignment 
Surgery (GRS) clinic, located in Montreal. Unfortunately, wait times for procedure 
referrals obtained through the Centre for Mental Health & Addiction can be lengthy, and 
clinic services are restricted to individuals with the ability and means to travel to the 
clinic, sometimes for multiple appointments. Furthermore, accessing physicians willing to 
prescribe HRT and even non-transition related healthcare is still difficult for a significant 
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proportion of trans people; barriers included denial of health care altogether (Grant et al., 
2011; Bauer et al., 2015), and refusal to approve hormone therapy and/or gender 
reassignment surgeries (Rotondi et al., 2013).  
Another physical health concern affecting the trans population is the prevalence of human 
immunodeficiency virus/ acquired immunodeficiency syndrome (HIV/AIDS) and other 
sexually transmitted infections (STIs), which remain high in certain population 
subgroups. A meta-analysis and systematic review of HIV infection rates among 
transgender women worldwide (Baral et al. 2013) found a pooled, self-reported, HIV 
seroprevalence of 19.1% (95% CI 17.4-20.7) across fifteen countries. This study also 
reported the odds ratio of being infected with HIV to be 48.8 (95% CI 30.3 – 70.7) times 
greater for transgender woman compared with all adults of reproductive age. However, 
results from three broad population studies conducted in North America, have found self-
reported HIV prevalence in transgender women to be significantly lower, ranging 
between 2.2% and 3.8% (Bauer et al. 2012; Grant et al. 2010; Iantaffi et al. 2011). Less 
research exists on the prevalence of HIV among trans men: a 2008 systematic review of 
HIV prevention needs in trans people found only five U.S. studies measuring rates of 
HIV specifically among trans men (Herbst et al., 2008); among these, self-reported 
prevalence rates ranged from 0% to 3%. Comparatively, in Ontario, the rate of positive 
HIV tests was less than 0.01% in 2011 (PHAC, 2011); prior studies on risk factors for 
HIV/AIDS among trans people have linked elevated rates of HIV in trans communities to 
issues surrounding health care access and to barriers in employment, housing, and social 
services faced by this population (Kenagy, 2005; Herbst et al., 2008; OHTN, 2010).   
In regards to mental health, there is evidence that the psychological well-being of trans 
individuals is closely tied to their immediate social environment (Nuttbrock et al., 2012). 
As a gender minority, trans people face disproportionately high levels of violence 
(Lombardi et al., 2001; Bauer et al., 2013), police brutality (Grant et al., 2011), 
harassment in places of education (Grant et al., 2011), poverty (Grant et al., 2011, Bauer 
et al., 2010), and discrimination in housing and the workplace  (Grant et al., 2011, Bauer 
et al., 2011). Access to social services like shelters is also problematic for trans people 
(Namaste, 2000; Pyne, 2011). Not surprisingly, research has shown a strong association 
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between societal discrimination against trans people (transphobia) and depression in trans 
women (Rotondi et al., 2011b). A 2010 study conducted on trans people living in Ontario, 
estimated that 77%  (95% CI, 70 – 84%) of trans people in Ontario aged 16 and older had 
ever seriously considered suicide (Bauer et al., 2013). Further, 43% (95% CI, 35– 51%) 
of respondents indicated they had attempted suicide at one point during their lifetime. 
1.4 Policies in Ontario Affecting Trans People  
One reason for the stigma surrounding trans people in Canada is the manner in which 
transgenderism continues to be recognized and diagnosed. The principal diagnostic tool 
used by psychologists, clinicians, and other service providers to identify mental health 
conditions is the Diagnostic and Statistical Manual of Mental Disorders (American 
Psychiatric Association, 2000); trans patients are commonly diagnosed with ‘gender 
identity disorder’ (GID), defined as: “strong desires to be treated as the other gender or to 
be rid of one’s sex characteristics, or a strong conviction that one has feelings and 
reactions typical of the other gender ” (American Psychiatric Association, 2000). Though 
the term GID and it’s criteria have been replaced with the more appropriate ‘gender 
dysphoria’ in the latest version of the DSM (American Psychiatric Association, 2013), a 
diagnosis of GID, following a thorough psychological evaluation, was necessary during 
the data collection period of this thesis before approval for sex reassignment surgery, and 
in some cases, even hormone replacement therapy. Historically the use of GID and its 
diagnostic criterion have perpetuated two stigmatizing beliefs: one, the assumption that 
the emotional pain and distress experienced by trans people is related to their gender-non-
confirming identity and not a consequence of the lived experiences of being trans, and 
two, the suggestion that being trans is a disorder, not allowing for the actuality that trans 
individuals are healthy, functioning, and able to make self-aware choices about hormone 
therapy and sex reassignment surgery (Lev, 2005). 
In Canada, federal and provincial governments manage many of the health issues 
affecting Canadians through the Public Health Agency of Canada (PHAC; 2001). Using 
an approach based in population health, the PHAC creates action plans and policies to 
promote healthy living (school nutrition programs, ParticipAction) and improve 
preventative health (responsible alcohol use, anti-smoking campaigns, vehicle safety 
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legislation etc.). Each of the 13 provinces and territories is individually responsible for 
providing essential medical services via a universal, publicly funded, health insurance 
program. Additional medical coverage varies from province to province and across 
territories, so supplementary private insurance is available to Canadians to cover “non-
essential” services such as, prescription drugs, home-care services, and long-term care. In 
Ontario, many trans healthcare needs and medical services, like HRT, are not paid for by 
the province, with the exception of sex reassignment surgeries, which are currently on the 
list of publicly funded procedures. Until recently, in order to be approved for a sex 
reassignment surgery covered by the Ontario Health Insurance Plan (OHIP) at the GRS 
clinic, patients must receive a referral through the Gender Identity Clinic program and the 
Centre for Addiction and Mental Health (CAMH) in Ontario. Presently, the wait list for 
surgical referral in Ontario is comprised of more than 1000 individuals (CBC News, 
2015), with a typical two-year wait time. In a move to alleviate long wait times the 
Ontario government began to allow more qualified health-care providers to give referrals 
for sex reassignment surgery, starting in March 2016 (Ministry of Health and Long-Term 
Care, 2016). Other health care needs like hormone replacement therapy, vocal training 
and non-transition related care are not formally organized for trans individuals within 
Ontario, leaving many trans individuals struggling to locate and access these services 
(Bauer et al., 2015).  
Health care is only one social determinant of health; also important are determinants like 
race, gender, employment, income, housing, education, and social services. In these areas, 
the rights of all Ontarians are outlined through Ontario Human Rights code. This 
document legally prohibits discrimination against individuals on a protected ground – 
such as gender identity, gender expression, sex, sexual orientation – in protected social 
areas like housing, employment, contracts, goods, services and facilities and membership 
in unions, trades or associations (Ontario Human Rights Code, 1990). In 2014, the 
Ontario Humans Rights Commission released an addendum to the code outlining policies 
on discrimination based on gender identity or expression, aimed at protecting the rights of 
trans people in Ontario (OHRC, 2014). However, these rights do not apply in settings 
where a landlord shares housing or housing facilities with the tenant, where service 
cannot be provided without ‘undue hardship’ to the service provider, and in situations 
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where employers feel that the applicant cannot reasonably fulfill the requirements of the 
job (Ontario Human Rights Code, 1990). Thus, proving discrimination has occurred on 
the grounds of gender identity or gender expression is difficult; trans people in Ontario 
still habitually face obstacles in securing quality housing, in obtaining employment, and 
struggle with systematic social exclusion (Bauer et al., 2009; 2011). Harassment – be it 
inappropriate comments, sexual advances, unwelcome touching and/or transphobic 
behaviour – is also considered to be a form of discrimination under the code. However, 
the code does not apply if the harassment occurs outside of a protected social area, for 
example, a stranger on the street yelling a transphobic slur or racist insult. Thus, it does 
not protect against the many types of written or verbal harassment faced by trans people 
in public. Thankfully, regardless of where it occurs, unwanted physical contact is 
considered assault under Canadian law and is a punishable offence – though past 
experiences of violence and harassment prevent many trans individuals from reporting 
these crimes (Grant et al., 2011). Although key steps have been taken to protect trans 
rights in Canada, it is clear that further research is needed to explore how social 
determinants of health among trans people in Ontario are influenced by these policies, 
and to connect these findings to transgender health outcomes. 
1.5 Data Sources 
1.5.1 Canadian Community Health Survey  
The Canadian Community Health Survey (CCHS) was conceived in the early 1990s amid 
concerns from the National Task Force on Health Information that the current health 
information system in Canada was incomplete and fragmented; data were not being 
appropriately analyzed or analyzed to the fullest extent, and findings were infrequently 
disseminated to the public. In response, Statistics Canada, the Canadian Institute for 
Health Information, and Health Canada collaborated to create Health Information 
Roadmap, with the introduction of the CCHS as an integral component (Statistics 
Canada, 2011). Since then, consultation with federal, provincial, and community 
stakeholders, public health officials, and key experts in health fields have helped mold 
and shape the CCHS. Today, the CCHS is an extensive cross-sectional survey that 
collects data on health, health care, and health determinants for the Canadian population 
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aged 12 and older via a complex, multi-stage, stratified cluster design. Currently, data 
collection is ongoing, with complete weighted cycles released every two years. To 
increase comparability between CCHS and Trans PULSE data sets (see below) the 
2009/2010-CCHS collection cycle was used, as this matched the collection period of the 
Trans PULSE survey. Overall, data were collected from 39,980 individuals living in 
Ontario.    
1.5.2 Trans PULSE Survey  
Launched in 2005, Trans PULSE is a community-based research (CBR) project designed 
to identify and address issues surrounding trans health, healthcare access and social 
services utilization within trans communities in Ontario (Bauer et al., 2005). The second 
phase was comprised of a cross-sectional survey designed to collect quantitative data on 
subjects and themes highlighted through community soundings. Whenever possible, 
Trans PULSE survey items were matched to existing CCHS items and subscales, to allow 
for greater comparability between the two data sets. Respondent-driven sampling (RDS) 
methodology, appropriate for sampling hidden populations, was utilized to gather 
information from 433 trans individuals’ aged 16 and older living in Ontario during 2009 
and 2010. For this thesis, a secondary analysis was preformed comparing both data sets. 
1.6 Thesis Objectives 
The objective of this thesis is to answer the following questions:  
1.  In regard to social determinants of health, do inequalities exist between trans 
Ontarians and the general population? 
2. If quantitative differences do exist, then for which determinants specifically, and what 
is the magnitude of these differences?  
3. To what extent are observed inequalities due to population demographics; specifically, 
age, and gender?  
4. Do inequalities in social determinants of health differ between trans men and trans 
women? 
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Chapter 2  
 
2 Literature Review  
This chapter introduces key terminologies, definitions, and concepts surrounding 
transgenderism, and provides a review of the existing literature on social determinants of 
health among transgender and gender non-conforming individuals. 
2.1 Social Determinants of Health in Canada 
Since the mid-1800s, political thinkers, scientists and sociologists alike have investigated 
the role of everyday living conditions like housing, diet, and sanitation, in shaping health 
outcomes. Particularly outspoken on this subject was Rudolf Virchow (1821-1902), a 
German physician. His 1848 report on the typhus epidemic in Upper Silesia (now Poland) 
argued that the proximal causes of the epidemic – poor hygiene, lack of clean water, and 
inadequate living conditions – were actually the result of distal political factors such as 
feudalism, unjust tax policies, and lack of democracy (Virchow, R.C., 1848). Though 
Virchow’s beliefs were unpopular at the time, his report laid the groundwork for later 
theories on social determinants of health, by directly linking societal, economic, and 
environmental conditions to health outcomes. However, problems exposed by Virchow, 
and social determinants of health in general, were placed firmly on the backburner with 
the rise of biomedical and behavioral sciences in the first half of the 20th century. During 
this period, the discovery of antibiotics and vaccines, combined with rapid advancements 
in technology, generated public health campaigns narrowly focused on eradicating 
specific diseases such as smallpox, yaws, malaria and tuberculosis (Irwin & Scali, 2007). 
This approach ignored the major socio-economic factors driving disease in poor and rural 
areas, and failed to resolve most serious health issues faced by these populations.  Thus, 
by the mid-1960s, it was obvious to clinicians and policy-makers alike that a new public 
health model was needed (Bryant, 1969).  
As a result, in Canada the late 1970s and early 1980s marked a period of renewed interest 
in how social conditions shape health, a change reflected in the release of several 
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significant government documents: A New Perspective on the Health of Canadians 
(1974); Achieving Health for All: A Framework for Health Promotion (1986); and Action 
Statement for Health Promotion in Canada (1986). These reports were instrumental in 
recognizing that environment, lifestyle, and health care organization, are as influential in 
affecting health as human biology (McGibbon, 2009). However, the term “social 
determinant of health” was not coined until 1996, when it was introduced by Alvin 
Turlov in the chapter “Social Determinants of Health: The Sociobiological Transition,” 
(Blane, Brunner & Wilkinson, 1996). In it, Turlov posits that social characteristics are 
responsible for a major percentage of the variation in health between populations and/or 
between strata within a single population. The World Health Organization later reinforced 
Turlov’s theory in their document Social Determinants of Health: The Solid Facts 
(Wilkinson & Marmot, 2003). In 2004, a national conference was organized with three 
main goals: to investigate the state of social determinants of health across Canada; to 
develop a better understanding of how these determinants affect the health of Canadians; 
and to shape future policies aimed at alleviating inequalities in social determinants 
between subpopulations. During conference proceedings, fourteen key Canadian social 
determinants of health were identified: Aboriginal status, disability, race, early life, 
education, employment and working conditions, food insecurity, gender, health services, 
housing, income and its distribution, social safety net, social exclusion and 
unemployment and job security (McGibbon, 2009). In late 2007, the Canadian Senate’s 
Subcommittee on Population Health used this framework to launch a review of the state 
of social determinants of health in Canada (Keon & Pepin, 2008); in 2009, the 
committee’s extensive two-year investigation estimated that over 50% of Canadians’ 
health can be attributed to intersectional effects of social, economic, and environmental 
factors (Senate Subcommittee on Population Health, 2009).  
Studies on social determinants of health generally examine two key issues; first, what are 
the societal factors (e.g., education, income, employment etc.) that contribute to health 
disparities, and second, what are the societal forces (e.g., social, political and economic 
elements) that influence the quality of these factors (McGibbon, 2009). In this thesis, we 
explored whether trans adults living in Ontario experience differences in societal factors 
(social determinants of health) known to cause health disparities.  
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2.2 Definition of Trans and Frequency of Transgenderism 
One challenge to researchers interested in collecting data on trans populations has been 
defining the term “trans.” In their 1998 paper on transgender issues and definitions, White 
and Townsend write, “Transgender is a term used to describe individuals who have a 
persistent and distressing discomfort with their assigned gender” (White & Townsend, 
1998). Thus, many studies on trans people have inaccurately classified as transgender 
only those whose gender presentation, expression or behaviour differs from the 
medical/legal sex assigned to them at birth, ignoring fluid and non-binary gender 
identities, and individuals who know themselves to be trans but are not living in their felt 
gender. Consequently, a significant portion of the existing epidemiological research on 
trans people has focused exclusively on subgroups seeking sex reassignment surgery or 
other transition-related care (Bakker, 1993; Olsson, 2003; Tsoi, 1992). More recently, the 
term “trans” has become an umbrella term, used to describe a broad spectrum of gender 
non-conforming peoples and identities, such as genderqueer, cross-dresser, transsexual, 
transitioned, Two-spirit and androgynous – not all of who may actually identify as 
transgender. Better and more precise data can be collected using survey measures that 
asks respondents if they self-identify as either transgender or on the transgender 
spectrum. Even so, many transgender individuals are unwilling to disclose their trans 
status due to past experiences of stigmatization and mistreatment, or because of distrust 
of governmental or institutional programs (Harper and Schneider, 2003). Therefore, 
frequency estimates are likely underestimated, even in studies where trans people are 
asked to self-identify. In this thesis, the term “trans” includes individuals who are: trans 
men or transmasculine spectrum (labeled females at birth, currently identify as men, trans 
men or another non feminine/female identity), trans women or transfeminine spectrum 
(labeled males at birth, currently identify as women trans women, or another non 
masculine/male identity), as well those who identify with neither gender label 
(genderfluid). The corresponding term “cisgender” is used to describe non-trans people. 
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Table 1: Trans Terminology  
Term  Definition 
Transgender A term used “to describe those who defy 
societal expectations and assumptions 
regarding femaleness and maleness; this 
includes people who are transsexual… 
intersex (those who are born with a 
reproductive or sexual anatomy that does 
not fit the typical definitions of female or 
male), and genderqueer (those who identify 
outside of the male/female binary), as well 
as those whose gender expression differs 
from their anatomical or perceived sex…” 
(Serano, 2007, p. 25) 
 
Trans man or transmasculine or 
transmasculine spectrum 
A term used to describe “those who 
transition from female to male”  (Serano, 
2007, p. 29) or “trans people (regardless of 
whether they are genderqueer, transsexual, 
cross dresser, etc.), who experience their 
(male) gender as being different from or 
more complex than the gender they were 
assigned at birth.” (Serano, 2007, p. 29) 
 
Trans woman or transfeminine or 
transfeminine spectrum 
A term used to describe “those who 
transition from male to female” (Serano, 
2007, p. 29) or “trans people (regardless of 
whether they are genderqueer, transsexual, 
cross dresser, etc.), who experience their 
(female) gender as being different from or 
more complex than the gender they were 
assigned at birth.” (Serano, 2007, p. 29) 
  
Cisgender  “People who are not transgender.” (Serano, 
2007, p. 33) 
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Research on gender dysphoria conducted throughout Europe in the 1990s estimated the 
frequency of trans men to be between 1 in 30,400 to 1 in 104,000 and that of trans women 
to be 1 in 7,400 and 1 in 42,000 (Bakker et al, 1993; Weitze et al, 1996; Wilson et al, 
1999), suggesting trans women to be 2.3 to 4 times more predominant than trans men. 
While researchers in the United Kingdom (Reed, et al., 2009) have suggested the 
frequency of transgenderism is about 0.1%, a large-scale (n > 39,000) study examining 
samples of online users of sexual networking sites in Latin America/the Caribbean, Spain, 
and Portugal, found 0.54% of participants identified as transgender (Reisner et al, 2014). 
This estimate is consistent with recent findings from population-based surveys within the 
United States, which estimated the frequency of transgender people to range between 
0.1% and 0.5 % (Conway et al., 2002; Bye et al., 2005; Conron et al, 2012). Currently, 
accurate estimates on the number of transgender individuals living in Canada do not exist; 
CCHS and 2016 census forms only allow respondents to identify as male or female – 
non-binary, transgender, and intersex populations are not represented in these data 
sources (Davidson, 2015). Using an estimate of 0.5% (Conron et al, 2012), extrapolated 
to 2011 Canadian census numbers (Statistics Canada, 2012), there are approximately 
165,000 trans individuals’ aged 18 and older living in Canada. Thus, trans individuals 
constitute a sizeable number of Canadians.  
As there currently exists little Canadian data on social determinants in trans communities, 
the following paragraphs rely heavily on data from three other developed countries: the 
United States, Australia, and the United Kingdom. As American data comprised the 
largest and most robust source of data, results from the U.S. form the focus of the 
following literature review. However, wherever possible data from studies conducted in 
Australia and Britain is provided, as the healthcare and social security systems of these 
countries more closely resemble those found in Canada. 
2.3 Employment, Unemployment, and Job Security 
Studies on trans populations in the United States have consistently shown trans 
individuals suffer from disproportionally high rates of unemployment, struggle with job 
insecurity, face discrimination in employment, and experience harassment at their place 
of work. Findings from a household probability sample of 28,662 individuals living in 
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Massachusetts (Conron et al., 2012) revealed that trans individuals are significantly more 
likely to be unemployed (odds ratio [OR] = 3.2; 95% CI = 1.4, 7.2). Research in urban 
settings has found similar results; a convenience sample of 515 trans people living in San 
Francisco revealed that almost half of the respondents surveyed had experienced 
employment discrimination. Furthermore, experiences of discrimination were greater in 
trans men than in trans women (57% vs. 46%) (Clements et al, 1999), though this may 
have been due to different sampling methodologies. Health and social service needs 
assessment surveys of trans people living in Chicago (n=111) and Philadelphia (n=81) 
showed job training and/or employment to be one of the top five population needs, with 
27% and 75% of respondents, respectively, indicating service needed in this area (Kenagy 
and Bostwick, 2008; Kenagy, 2005). In a convenience sample of 244 trans women 
recruited through community-based organizations in a Los Angeles (the Los Angeles 
Transgender Health study), 29% reported losing their jobs and believing it was due to 
their gender presentation (Reback et al, 2001). These results are congruent with those 
found by the more recent population-based National Transgender Discrimination Survey 
(NTDS) (n=6,456), with 26% of respondents reporting being fired from job, and 47% 
saying they had experienced an adverse job outcome (such as not being hired, losing a 
job, or being denied a promotion) due to being transgender or gender-nonconforming 
(Grant et al, 2011).  
A national survey on the health and wellbeing of LGBTI Australians (n=5,476) reported 
elevated rates of unemployment among trans men (8.8%) and women (12.3%) compared 
to cisgender males (3.6%) and females (2.6%) (Pitts et al, 2006). Unsurprisingly, similar 
results were found by the Trans PULSE survey, given the relative comparability between 
Canadian and Australian populations and health systems: an estimated 19.9%  (95% CI: 
11.1 - 29.1%) of trans people were not currently employed. Moreover, 13% of trans 
Ontarians reported being fired, and 18% being denied a job, because they were trans. 17% 
said they had turned down a job that had been offered due to an unsafe or trans-negative 
work atmosphere. Acting as an additional obstacle to employment for trans people living 
in Canada are structural and institutional barriers; 28% were unable to get employment 
references with their correct name or pronoun, and 58% unable to procure academic 
transcripts with their correct sex and/or name (Bauer et al, 2011). 
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2.4  Income and Income Distribution 
A range of studies from the U.S. has revealed trans men and women frequently struggle 
to maintain adequate and stable income, likely a result of the numerous employment 
barriers faced by trans people. Results from the Los Angeles Transgender Health study 
revealed that 90% of respondents had an annual household income of less than $36,000, 
of which 50% reported a total household income of less than $12,000 (Reback et al, 
2001). A longitudinal study of 282 trans youth living in the San Francisco area found that 
74.2% were living on less than $1,000 dollars a month, of which only 36.5% were 
currently enrolled in school and not seeking full-time employment (Wilson et al., 2015). 
Trans adults (n=515) living in the same geographic area reported a median monthly 
income of $744 (range $55-7,346) among trans women and $1,100 (range $100-6,000) 
among trans men (Clements et al, 1999). In the Chicago transgender needs assessment 
survey, 19% of respondents had an annual income of less than $10,000, with the second 
needs assessment in Philadelphia estimating this percentage to be as high as 28% 
(Kenagy and Bostwick, 2005; Kenagy, 2005). More recently, the NTDS found 15% of 
respondents to be making less then $10,000 annually, compared to only 4% of individuals 
in the general United States populace (Grant et al, 2011; U.S. Census Bureau, 2008). 
Furthermore, among individuals possessing at least some college education, trans people 
were 4 to 5 times more likely to have an annual household income of less than $10,000 
compared to the general population. In all studies, annual household income did not 
significantly differ between trans men and women, or between white trans individuals and 
trans people of colour (Clements et al, 1999; Grant et al, 2011; Kenagy, 2005; Kenagy & 
Bostwick, 2005). Similar results were reported by a Massachusetts household probability 
sample of trans individuals (n=28,662), where transgender adults were found to be 
significantly more likely to be living in poverty (odds ratio OR = 3.1; 95% CI = 1.1, 8.3), 
with adjustment for race/ethnicity and age. However, this likelihood was reduced after 
employment status was added to the model (OR = 2.1; 95% CI = 0.63, 7.64) (Conron et 
al, 2012), signifying that poverty is likely mediated through employment.  
In Canada, the Trans PULSE survey estimated that 49% of trans people earned less than 
$15,000 annually, with 34% of respondents living in poverty, according to the Statistics 
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Canada low-income cutoff (LICO) (Bauer et al., 2012). The LICO is defined as “an 
income threshold below which a family will likely devote a larger share of its income to 
the necessities of food, shelter and clothing than an average family would” (Statistics 
Canada, 2013). In comparison, during this same time period only 13.5% of all Canadians 
were estimated to be living below the LICO (Statistics Canada2, 2013). 
2.5 Housing 
Trans people of all ages struggle to procure safe, stable housing. The SHINE study, a 
longitudinal study of HIV risk, resilience and related factors among trans female youth in 
the San Francisco Bay Area (n=282), found that 29.1% of respondents were unstably 
housed (Wilson et al, 2015). However, use of convenience sampling, combined with the 
fact that San Francisco is one of the most expensive cities in the U.S. (CBSN News, 
2016), precludes extrapolation of these results to the general population. Nevertheless, 
these results are consistent with findings from needs assessment surveys for trans adults 
collected via modified RDS in three other major American cities: Philadelphia (n=81), 
Chicago (n=111), and Boston (n=34), all of which indicated housing to be among 
respondents’ top six service needs (Kangy, 2005; Kenagy & Bostwick, 2005; Sperber et 
al, 2005).  
The existing body of literature on under-housing in trans communities suggests 
discrimination is a major impediment to stable housing for trans people: as many as 30% 
of trans women have experienced discrimination in housing due to their gender identity 
(Reback et al, 2001). This is corroborated by data from the NTDS, which revealed that 
19% of respondents had been refused housing and 11% had been evicted or removed 
from their home due to being transgender or gender non-conforming. Furthermore, one-
fifth (19%) of respondents reported that they had been homeless at some point in their 
lives because they were transgender, and 2% were currently homeless (Grant et al, 2011). 
Similar findings were described by the report on health and wellbeing of LGBTI 
Australians (n=5,476), where 1.9% of trans female respondents were found to be 
currently homeless (Pitts et al., 2006). However, earlier studies using non-probability 
samples of trans people living, working, or socializing in Los Angeles and San Francisco 
have estimated the rate of homelessness in this population to be as high as 8% among 
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trans men and 13% among trans women (Reback et al, 2001; Clements et al, 1999). 
Finally, among homeless or unstably housed individuals surveyed by the NTDS, 29% had 
been turned away while trying to access a homeless shelter, staff shelter or other residents 
had harassed 55%, and 22% reported they had been sexually assaulted by staff or other 
residents (Grant et al, 2011).  
Valid data on under-housing and homelessness for trans communities in Canada is 
limited. In Ontario, an estimated 33.1% of trans people are currently under-housed (Trans 
PULSE), where under-housed was defined as a positive response to at least one of the 
following: “being homeless, living in temporary housing (e.g. motel, couch-surfing, 
squatting, rehabilitation facility) or reporting difficulty meeting monthly housing costs 
while living below the low-income cutoff” (Warner, 2011). 
2.6 Food Insecurity 
Closely tied to the concept of employment and income is that of food insecurity, which 
can be an outcome of poverty. According to Health Canada, individuals and households 
are considered to be food insecure if they were “uncertain of having, or unable to acquire, 
enough food to meet the needs of all their members because they had insufficient money 
for food” during the previous year (Health Canada, 2011). The World Health 
Organization has expanded on this definition to include three categorical relationships 
between income and food security: 1) food availability – having adequate amounts of 
food available on a regular basis, 2) food access – having adequate resources to obtain 
foods essential for a balanced and healthy diet, 3) food use – having access to clean 
water, sanitation and information on nutrition and food safety (WHO, 2012). Whatever 
the form, food insecurity often prevents healthy food choices, leading to poorer physical 
and mental health (Tarasuk, 2004).  
Multiple studies have shown marginalized populations, such as injection drug users and 
those living with HIV/AIDS, to be at the highest risk for food insecurity (Anema et al, 
2010; Normen et al, 2011). Though little data exists on the prevalence of food insecurity 
in transgender populations, barriers to stable income and housing jeopardize the food 
security of this populace.  In the U.S., 8% of trans youth reported not eating, 5% losing 
  
19 
weight, and 4% not eating for a whole day almost every month because they did not have 
enough money for food (Grant et al, 2011). Among trans youth surveyed by Trans 
PULSE, 92% of youth whose parents were strongly supportive of their gender identity 
reported having adequate food to eat in the past year, compared to 82% of youth whose 
parents where not strongly supportive, though these differences were not significant 
(Travers, et al., 2012). In comparison, approximately 3% of Canadian youth reported 
moderate and severe food insecurity in the past year during 2007/2008 (Evans, 2013).  
2.7 Education 
That trans people are consistently under-housed, underemployed, and living in poverty is 
unjustified, as research has shown educational achievement among trans people to better 
or equal to that of the general population. The NTDS reported that 40% of trans 
individuals had at least some college education, 27% had completed their college 
education and 20% had, or were currently obtaining, a graduate or professional degree. 
Comparatively, at the time of study completion, only 18% of the general U.S. population 
had ever completed a college degree, and only 9% a graduate or professional degree 
(Grant et al, 2011). Similar results were found in the Los Angeles Transgender Health 
Study and in the Chicago Trans Needs Assessment survey, where 31% and 62% of 
respondents, respectively, indicated that they had at least some post-secondary education 
(Reback et al, 2001; Kenagy and Bostwick, 2005). This trend was also seen among trans-
feminine youth living in San Francisco, with 45.1% reporting at least some college 
education (SHINE study). Still, education was listed as one of the top five services needs 
for the transgender community in both Chicago and Philadelphia (Kenagy and Bostwick, 
2005; Kenagy, 2005).  
Studies on trans people living in Canada have echoed these findings. In a nation-wide 
survey of trans youth aged 14 to 24, conducted by the university of British Columbia 
(n=923), 52% of respondents said that they hoped to obtain a post-secondary education in 
college or university, and 11% indicated that they wanted to go on to graduate or 
professional school (Veale et al, 2015). Results from the Trans PULSE survey found that 
25% of respondents had at least some college or university education, 32% had 
completed their college or university degree and 8% had completed a graduate or 
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professional degree (Bauer et al, 2010).  
Differences between trans men and women in education and other socio-demographic 
factors were examined in three of the U.S. studies mentioned previously (Clements et al, 
1999; Kenagy, 2005; Kenagy and Bostwick, 2005). Research at the University of 
California San Francisco (n=515) found that 39% of trans-masculine and 30% of trans-
feminine respondents had at least some college education, but did not test for statistical 
significance (Clements et al, 1999). A subsequent study led in Chicago (n=111) found no 
significant difference in average level of education between trans men and women, but 
did find that white trans individuals had, on average, two additional years of education, 
compared to trans people of colour (Kenagy and Bostwick, 2005). Only one study, 
conducted in Philadelphia (n=81), found a significant difference in educational levels 
between trans-masculine and trans-feminine respondents, with trans-masculine 
respondents being more likely to complete high school (Kenagy, 2005). 
2.8 Aboriginal Identity  
With a population size of 1.2 million, Aboriginal peoples – individuals who identify as 
First Nations, Métis, and Inuit – make up approximately 3.8% of the Canadian 
population. In 2009, approximately 50% of the Aboriginal population lived on reserves, 
with the remaining 50% living in mostly urban centres (Taylor, 2009).  Previous research 
has shown Aboriginal communities have higher rates of unemployment, poverty, food 
insecurity and infectious and chronic disease than the Canadian population (Smiley, 
2009). Further, among Aboriginal peoples, life expectancies are 5 to 14 years shorter than 
the national average (Smiley, 2009). For trans Aboriginal people, health disparities can be 
expected to be even worse: experiences of discrimination, harassment, and mistreatment 
are often compounded due to the intersectional effects of both racism and transphobia 
(Bauer et al, 2009; Taylor, 2009).  
A convenience sample of transgender people living in Manitoba (n=75) found almost half  
(48.1%) of trans Aboriginal respondents had an average annual income (before taxes) of 
less than $10,000; among non-Aboriginal trans respondents only 25% reported equally 
low incomes. In education, 18.5% of trans Aboriginal respondents had completed a 
  
21 
college or university level degree, compared to a rate of 56.3% among non-Aboriginal 
trans respondents. Moreover, a significant percentage (59%) of participants indicated that 
their education had been interrupted due to their gender identity, citing negative schooling 
experiences such as bullying and depression. Further, 57.6% reported having at least one 
friend had been assaulted or killed due to their gender identity (28.6% of non-Aboriginal) 
(Taylor, 2009). The Trans PULSE project estimated 7% (95% CI 4 - 11%) of trans people 
in Ontario to be Aboriginal, of which 46% (95% CI 41-61%) are trans men, and 54% 
(95% CI 28-81%) trans women. Consistent with results from the Manitoba study, 61% of 
trans Aboriginal respondents (49% of non-Aboriginal) had an average annual salary of 
less than $15,000 and 53% were living in poverty (34% non-Aboriginal). A higher 
percentage of Aboriginal individuals (28%) reported completing a college or university 
degree, but this was still less than among non-Aboriginal respondents (36%) (Scheim et 
al, 2013; Bauer et al, 2012). As trans Aboriginal people living on reserves are not 
included in the CCHS, risks of poverty, food insecurity and poorer health outcomes are 
likely underestimated in this population (Health Canada, 2011).  
2.9 Disability  
Often viewed as a solely medical rather than societal issue, research on disability as a 
social determinant of health, especially among trans people, is lacking. Though disability 
is inherently comprised of mental and physical aspects, the ability and willingness of 
society to provide support for people with disabilities is a fundamental determinant of 
good health and quality of life (Mikkonen & Raphael, 2010). Initial findings from the 
Canadian Survey on Disability estimated that 3.8 million adult Canadians, representing 
13.7% of the population, are limited in their daily activities due to a disability (Statistics 
Canada, 2013). Given our previous estimate of the trans population size, this indicates a 
substantial number of trans people living with physical, neurological and mental 
disability; results from the NTDS suggest this percentage may be as high as 30% (Grant 
et al, 2011). In addition, trans people with disabilities are likely to have heightened 
vulnerability to mistreatment and harassment due to the interlocking effects of being both 
transgender and disabled. Despite this, little qualitative and almost no quantitative 
research on the subpopulation exists; most current research focuses on the protection and 
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legal rights of this populace (Barry, 2013). This is likely due to paternalistic societal 
views toward disabled trans people, particularly those with intellectual or mental 
disabilities, which question the legitimacy of their trans identity (Parkes and Hall, 2006). 
2.10 Race and Gender  
Canadian society is highly diverse, comprised of a multitude of intersecting cultural 
identities – a multicultural mosaic. Over the past 60 years, the majority of new 
immigrants have come from developing nations and the Global South (Africa, Latin 
America, Asia and the Middle East); many are members of visible minority groups. 
Despite that almost half of racialized Canadians are Canadian-born, these groups 
experience considerable adversity in social determinants, leading to poorer health 
outcomes (Galabuzi, 2005; Mikkonen & Raphael, 2009). The intersectional effects of 
racism and transphobia in trans people of colour make this group particularity susceptible 
to health disparities. A Virginia study of 350 transgender participants found racial/ethnic 
minorities were significantly more likely (OR =1.75; 95% CI: 1.51, 2.02) to experience 
discrimination. This association remained significant even after adjustment for gender 
trajectory, health care needs, past experiences of violence, geographic context, and other 
interpersonal factors (OR = 1.15, 95% CI: 1.08,1.22). Similar results were found by the 
Trans PULSE survey, where non-aboriginal persons of colour were substantially more 
likely to report experiences of racism (OR = 14.77, 95% CI: 2.93,74.37) (Longman 
Marcellin, 2012). This trend is paralleled in findings from several U.S. studies showing 
trans people of colour are more likely to lose their job, be unemployed and be denied a 
home or apartment (Kenagy, 2005; Grant et al, 2011; Bradford et al, 2013; Wilson et al, 
2015) than trans whites. Experiences of discrimination have led to other negative 
outcomes in this subpopulation; Wilson and colleagues found racial/ethnic minority youth 
were significantly less likely to posses at least some college education (35.7% vs. 61.5%, 
p < .001). Study results from Chicago had similar findings, with people of colour having, 
on average, 2 fewer years of education that whites (p < .001).  
Though some studies have suggested trans women to be more predominant than trans 
men (Clements et al, 1999; Clements-Nolle, 2001; Grant et al, 2011), in Ontario there are 
approximately equal numbers of trans people on the trans-feminine and trans-masculine 
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spectrums (Table 3). Along with race, gender has meaningful implications for health and 
social determinants. Women in Canada are less likely to be working full-time, earn, on 
average, less than their male counterparts in the same jobs, have lower average incomes 
then men, and are more likely to face discrimination in the workplace than men 
(Mikkonen & Raphael, 2009; Evans, 2013). Needs assessment studies conducted in 
Philadelphia and Chicago found that trans women were significantly more likely to be 
unemployed (p < .05) and in need of welfare benefits (χ2 (1, n=106)=5.69, p=0.17) than 
trans men (Kenagy, 2005). Trans women also stated a need for services in six areas where 
trans men did not: child care, family planning, parenting skills, information and referral 
for STIs, information and referral for HIV/AIDS and treatment for drugs problems. Trans 
women were also disproportionately affected by violence and violence-related issues, and 
were significantly more likely to feel uncomfortable and unsafe in public spaces that trans 
men (Kenagy, 2005). The consequences of these health disparities are apparent: research 
also shows trans women to be at a significantly elevated risk for HIV compared to trans 
men, and African-American trans women to be at even higher risk (Clements et al, 1999; 
Clements-Nolle, 2001; Sperber et al, 2005). 
2.11 Health Services 
Issues surroundings health services access and utilization comprise a large portion of the 
research on trans people and communities to date. Denial of equal or quality care and 
provider insensitivity and hostility are common themes throughout the literature. Almost 
a quarter (24%) of NTDS respondents reported being denied equal treatment at a doctor’s 
office or hospital; 25% were harassed or disrespected; and 2% had been physically 
assaulted. Overall, one fifth (19%) said that they had been refused medical care 
completely due to being transgender or gender non-conforming. This number was even 
higher among racialized trans people, particularly South Asian (36%) and multiracial 
(27%) respondents. A sizeable percentage of survey participants had also postponed 
needed medical care at least once due to discrimination (28%) or inability to afford it 
(48%) (Grant et al, 2011). Findings from needs assessment studies in Philadelphia and 
Chicago were similar, with 14% (Philadelphia) and 12% (Chicago) of respondents 
reporting that they had been denied health care due to being transgender. A qualitative 
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study on trans health needs conducted in Boston (n=34) revealed locating trans-
knowledgeable primary care providers to be a major issue, especially in rural areas. For 
this reason, many trans individuals avoided seeing health care professionals, even when 
ill (Sperber et al, 2008). Parallel results were found by the Los Angeles Trans Health 
Study; 24% of participants said they do not pursue health care at all, and 8% reported 
they did not have a reliable source of health care (Reback et al, 2001).   
In Canada, access to high quality health care and related social services is not only a 
social determinant of health, but also a basic human right. Thus, Canada’s national health 
insurance program, known as ‘Medicare’, is aimed at ensuring “all residents have 
reasonable access to medically necessary hospital and physician services, on a prepaid 
basis” (Health Canada, 2010). Additional services covered by Medicare vary 
provincially; in Ontario, prescription drugs (even if medically necessary), home or long-
term care, and dental and eye care in most adults are not covered. In contrast, doctors and 
health care facilities in the United States are not legally required to provide even 
medically necessary services; consequently, health care accessibility and quality for trans 
people is expected to be higher in countries with universal health care, like Canada. This 
is supported by studies conducted in Australia, which found that 73.5% of trans males 
and 81.8% of trans females had been to a doctor in the past year. Still, awareness of trans 
issues by health providers is still a key problem facing trans Australians – 23% of LGBT 
Victorians reported experiencing discrimination in relation to health care (Pitts et al, 
2006; Bentleigh et al, 2002).  
Data from Trans PULSE revealed similar findings: while 83.1% (95% CI = 77.4,88.9) of 
trans Ontarians have a regular family doctor, approximately half indicated they were not 
comfortable discussing trans issues with their regular health care provider (Bauer et al., 
2015) or had experienced discriminatory practices at least once from a primary care 
provider. Worse, 25% of trans patients reported being ridiculed or harassed by an 
emergency care provider, and 10% refusal of care or care being stopped prematurely in 
emergency rooms, because they were trans (Bauer et al., 2015). Such experiences of 
discrimination can have severe consequences on the long-term health of trans people – as 
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many as one in five trans individuals have avoided going to the emergency department 
for needed medical treatment, specifically due to their trans identity (Bauer et al., 2015). 
2.12 Social Safety Net and Social Exclusion 
Equally as important to a functioning society as accessible healthcare, are the social 
services, benefits, and programs that support citizens throughout their lives and safeguard 
their health (Mikkonen & Raphael, 2009). These programs protect Canadians during 
changes during their life that can affect health, such as becoming unemployed, alterations 
in family life or structure, or developing a physical or mental disorder. Like most 
developed countries, Canada has established a network of services to aid individuals in 
these situations, including unemployment insurance, childcare and child benefits, 
retirement pensions, disability benefits and supports, and social assistance (Bryant, 2009). 
Closely tied to this social safety net is the concept of social exclusion. Social exclusion 
occurs when individuals are limited in their access to social services or are denied 
opportunities to partake in routine Canadian life. Previous research in Canada has shown 
social exclusion to be predominant in several marginalized populations – Aboriginal 
peoples, persons of colour, recent immigrants, and people with disabilities (Galabuzi, 
2005; Mikkonen & Raphael, 2009).  
As a marginalized population, trans people are particularly susceptible to social 
exclusion. Two out of three trans individuals in Ontario reported avoiding public spaces 
or situations due to fear of being perceived as trans, being harassed, or being “outed” as 
trans (Scheim et al., 2014). This could include avoiding places important for maintaining 
one’s health, such as public transit, grocery stores, community centres, clubs or social 
groups, and gyms. Change rooms and washrooms were the most frequently avoided 
spaces; 57% of respondents indicated that they had avoided using a public washroom at 
least once. These rates were similar for trans men and trans women, but differed 
depending on past transphobic experiences and social and medical transition status. 
Among trans Ontarians who had experienced verbal harassment or threats or physical or 
sexual violence, rates were extreme, with 94% and 97% of participants, respectively, 
reported avoiding at least one space. Of those who had begun at least some medical or 
social transition, 83% avoided at least one space, compared to only around 25% among 
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those who were not currently transitioning (Scheim et al., 2014). Avoidance of public 
spaces and situations often leads to isolation – social exclusion – from the transgender 
and broader communities. This can, in turn, prevent individuals from having the 
connections, resources, and knowledge necessary to access social welfare services.   
Acting as an additional barrier for trans people are the distinct structural barriers that arise 
when lived gender and name do not match birth certificate, health card, or driver’s 
license. This can make accessing social services both difficult and traumatic, as trans 
individuals may be forced to disclose their trans status – with severe consequences. 22% 
of  NTDS respondents reported facing insensitivity, harassment, and denial of equal 
treatment by government agency or officials (Grant et al, 2011). As of 2009-2010, only 
30% of trans Ontarians had changed their sex designation on all identity documents; 31% 
indicated they had not changed their sex designation on any identity documents (Bauer, 
2012). 
2.13 Early Life and Childhood 
Experiences in childhood and adolescence have a strong and lasting impact on health 
(McGibbon, 2009). Though these experiences that may not have obvious or immediate 
health consequences, their effects can materialize in adolescence and adulthood. For 
example, past experiences of bullying in school may prevent educational attainment later 
in life, resulting in lower socioeconomic status – a social determinant strongly associated 
with poorer health outcomes. A strong body of evidence reveals levels of discrimination 
and harassment against transgender and gender non-conforming children and adolescents 
to be disproportionality high. Among trans youth in the U.S., 78% reported being 
harassed, 35% being physically assaulted, and 12% being the victim of sexual violence 
due to being gender non-conforming or transgender. 15% said they were forced to leave 
their elementary or high school because of harassment from teachers, staff, and other 
students (Grant et al, 2011). The same study found that 67% of individuals making less 
than $10,000 annually had been harassed, assaulted, or expelled from school in grades 1-
12. Among those with high incomes ($100,000 per year or more), only 55% had 
experienced the same maltreatment, suggesting a relationship between childhood negative 
experiences in school and present household income. Furthermore, 19% of respondents 
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who were forced to leave a school as a result of mistreatment reported being unemployed 
as compared to 11% who did not. In addition, 32% of respondents who had been 
physically assaulted in school said that they were currently engaged in sex work or other 
illegal forms of employment as compared to 14% of those who had not been assaulted in 
grades 1-12. In the UK, a wide-scale internet survey (n=872), found that 25% of trans 
youth had been bullied by their teachers, 40% experienced verbal abuse, 30% threatening 
behavior, and 25% physical violence in school (Reed et al., 2009). A 2012-13 Canada-
wide study on elementary and high school educator’s experiences and perceptions of 
“LGBTQ-inclusive” education (n=3319), echoed these findings: only 53% of Canadian 
educators considered their school to be safe (18%) or somewhat safe (35%) for 
transgender students (Taylor et al., 2015), with Ontario educators the least likely to 
perceive their schools as safe for trans students. Moreover, only 30% of educators felt 
that their schools had appropriate policies in place to address homophobic/transphobic 
bullying and harassment (Taylor et al., 2015).  
Despite the relationship between early life and health outcomes in adulthood, and the 
magnitude of these results, research on the experiences of transgender and gender non-
conforming children and adolescents in Canada is still limited. Studies conducted in the 
United States on trans youth have revealed this population to be severely under-housed 
(Wilson et al, 2015). These findings are corroborated by research on homelessness in 
trans men living in Toronto, which found that 67% of participants had their first 
experiences with homeless and/or housing instability before the age of 18 (Wellesley 
Institute; 2008). This is further supported by Canadian Trans Youth Health Survey, which 
discovered that over one in four trans youth surveyed (28%) had run away from home at 
least once in the past year (Veale et al, 2015).  
Accessing health care was also a significant problem among Canadian trans youth, who 
feared rejection from not only the health care provider but also from parents and other 
family members (Veale et al., 2015). 33% indicated that they had not accessed needed 
medical care in the past year, of which, 61% said this was because they were “afraid of 
what the doctor would say or do,” and 49% because they did not want their parents to 
know. In addition, many youth struggled to find safe spaces and supportive relationships; 
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44% of youth reported feeling unsafe in school washrooms, and only 33% of youth felt 
they had an adult they could talk to about trans-related issues. Feelings of social 
exclusion, depression and thoughts of suicide were described by more than two-thirds of 
participants (69%). 
2.14 Limitations of Current Literature 
Further epidemiological research is needed to better assess disparities in social 
determinants that exist in gender minority populations. Historically, epidemiological 
research has combined the concerns of transgender and other gender non-conforming 
individuals with those of sexual minority subgroups such as gay, lesbian and bisexual. 
Such research is inappropriate for several reasons: trans communities continue to suffer 
from elevated rates of discrimination and violence compared to sexual minority 
individuals, trans people possess a unique set of health and social services needs, and 
trans individuals have drastically different lived experiences then LGB people. In 
addition, previous research on trans communities has been heavily focused on the sexual 
health of this population; much of the existing literature is devoted to studying 
prevalence, incidence, and risk factors for HIV among trans people. Moreover, trans 
people are unable to identify themselves in population health surveys in Canada, which 
offer only binary male/female gender options. The absence of trans representation in 
general population surveys precludes accurate estimation of inequalities in social 
determinants, especially given dissimilarities in population structure – trans individuals 
are, on average, younger than the general population. Accurate epidemiology is essential 
in creating policies or programs aimed at reducing health disparities; to date, only one 
comprehensive study on social determinants of health in trans communities has been 
conducted in Canada (trans PULSE), and of the few studies on health disparities in trans 
people that have been conducted, none have attempted to produce results comparable to 
the general population.  
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Chapter 3  
3 Methods and Design  
The goal of this thesis was to explore differences in social determinants of health between 
transgender and cisgender individuals living in Ontario by comparing two sets of cross-
sectional data: the Canadian Community Health Survey, and the Trans PULSE survey. 
While barriers to health and overall poorer health outcomes have been well documented 
in sexual minority populations (Bauer & Scheim, 2015), this analysis aimed to pinpoint 
where these inequalities exist in the daily lives of trans people in Ontario, and to lay a 
foundation for policy changes to improve the experiences of trans individuals in Canada. 
Data sets, sampling methods, measures, and statistical analyses are described as follows.  
3.1 Canadian Community Health Survey  
This thesis used data collected in the 2009-2010 Canadian Community Health Survey 
(CCHS), a nation-wide cross-sectional study that collects data on approximately 98% of 
the Canadian population over the age of 12. Administered each year, the CCHS survey is 
an important resource for scientists, researchers, health professionals and others who are 
interested in information and statistics on individuals living in private dwellings, aged 12 
years and older, residing in Canada. Based on 2006 Census population counts, it was 
determined that to produce reliable population estimates, and given time and budget 
constraints, a sample of approximately 130,000 respondents would need to be collected 
over the 2009-2010 period. Since 2009, sample sizes have remained roughly the same for 
each two-year cycle. For ease of data collection, each province was divided into a set 
number of health regions (HRs), with each territory designated as a single HR. At the 
time of the 2009-2010 data collection period, there were 118 HRs in the ten provinces, for 
a total of 121 health regions (Statistics Canada, 2011).   
3.1.1 Sample Allocation 
Sample allocation was a three-step process. First, a minimum size of 500 respondents per 
HR was imposed during sampling, to preserve data quality. However, to avoid 
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oversampling households in smaller regions where there were fewer dwellings, a 
maximum sampling fraction was set at 1 out of 20 households. 60,350 units were 
allocated in this initial step (Statistics Canada, 2011). Second, the rest of the available 
sample was allocated using an allocation relative to the population size by province. The 
total sample size for each province was found by summing the sample sizes apportioned 
in the first two steps. Third, total provincial samples were allocated between HRs within 
each province, proportionate to the square root of the population estimated for each HR. 
This allocation strategy was not applied to the Yukon, Northwest Territories and 
Nunavut: 600 sample units were allocated to the Yukon and Northwest Territories, and 
350 to Nunavut. Between 2009-2010 CCHS this resulted in an overall sample size of 
131,486 Canadians, divided evenly between the two collection years.  
 
To select the sample of households, three sampling frames were used by the CCHS. 
These were the area frame, the list frame, and the Random Digit Dialling (RDD) frame. 
The CCHS uses area frames previously designed for the Canadian Labour Force Survey 
(LFS), a multi-stage stratified cluster sampling survey (Statistics Canada, 2011) in which 
the household or dwelling is the final sampling unit.  
3.1.1.1 Sample Frames: The Area Frame 
In the first stage, each province was divided in three types of regions: major urban 
centres, cities, and rural regions. Within major urban centres, geographic or socio-
economic strata were created. In each stratum, dwellings were grouped together to form 
clusters containing 150 to 250 households. Cities and rural regions were first stratified 
based on geography and then according to socio-economic demographics, with select 
urban centres having distinct strata for apartments or census dissemination areas to 
identify households with low income, Aboriginal populations, or immigrant groups. 
Within the majority of stratum six clusters, dissemination areas, or apartments, were 
selected through random sampling. The probability of a specific cluster being selected is 
proportional to the size of the cluster. After cluster selection, households within the 
cluster are sampled systematically. The number of sampled households obtained from 
each systematic sample is called the ‘yield’ (Statistics Canada, 2011).   
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As this sampling strategy was designed specifically for the LFS, some amendments were 
made for CCHS sampling. To account for non-response and vacant dwellings, the CCHS 
requires a sample of approximately 48,000 households per survey year distributed across 
all the HRs. However, the LFS design provides a sample of about 60,000 households 
distributed across economic regions within the ten provinces, which have different 
geographic boundaries than those of the HRs. Thus, the CCHS actually necessitates a 
lower number of households than provided by the LFS sampling method, corresponding 
to an adjustment factor of 0.80 (48,000/60,000). At the HR level, this adjustment factor 
ranged from 0.3 to 3.0, the magnitude of which determined the level of adjustment 
needed. For HRs with adjustment factors less than or equal to 1, the number of clusters 
sampled within each stratum was reduced. For HRs where the adjustment factor was less 
than 2 but greater than 1, systematic sampling of households was repeated for a subset of 
selected clusters. When adjustment necessitated a repeated sample of households within a 
cluster, and no more households were available, another cluster was selected. For HRs 
with adjustment factors greater than 2 the sampling process was repeated among clusters 
within the same HR, up to a maximum of 3 times. If the available number of households 
in a selected cluster was greater than the number of households needed for a given HR, a 
sub-sample of households was selected, in a process called stabilization (Statistics 
Canada, 2011). 
3.1.1.2 Sample Frames: The List Frame  
In Ontario, a list frame was used in all HRs to complement the area frame. The list frame 
utilized the Canada Phone directory, an external administrative database of addresses, 
names, and telephone numbers. In order to map each telephone number to a HR stratum, 
the directory was linked to postal code conversion files. Random sampling was used to 
select the necessary number of telephone numbers within each stratum.  
Finally, to correct for non-response, numbers not in service, or those out-of-scope, 
random-digit dialing (RDD) was used to select additional telephone numbers.  Though 
the under-coverage of using the list frame is greater than that of using the RDD frame, 
since unlisted numbers are not selected in the list frame, the list frame is always used in 
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conjunction with the area frame. As a result, under-coverage due to use of the list frame 
was adjusted for during weighting (Statistics Canada, 2011). 
3.1.1.3 Supplementary Buy-in Sample in Ontario 
During the 2009-2010 CCHS collection period, the province of Ontario requested a 
sample size increase in order to produce estimates at the level of the Local Health 
Integrated Network (LHIN). For this reason, the Ontario CCHS sample was increased to 
provide a minimum of 2,000 units sampled in each of the 14 LHIN over this two-year 
period (Statistics Canada, 2011). As HR and LHIN boundaries transect, the stratification 
level used was the HR-LHIN overlap. This approach largely preserved the original 
sample sizes allocated by HR. When HR allocation prevented the sample size from 
reaching 2,000 per LHIN, the sample was increased and allocated proportional to the 
population’s size within the HR-LHIN overlap. Allocation of the sample for the HR-
LHIN overlapping areas was equally divided between the list frame and the area frame. 
Standard sample selection within each frame (as outlined above) was then applied. 
3.1.2 Data Collection  
The final sampling unit for the CCHS is the individual, with one person selected per 
household. The probability of any individual within a household being chosen varies 
depending on age and household composition. These probabilities are determined using 
simulations with various parameters to find the ideal trade-off between sampling needs 
and constraints of cost and design (Statistics Canada, 2011). As in previous cycles, 2009-
2010 probabilities were also designed to ensure over-representation of youths (12-19) and 
young adults (20-29), without resulting in extreme sampling weights.    
For youths aged 12 to 15, interviewers were instructed to obtain verbal permission from 
parents/guardians prior to the interview, via a new Parental Consent block. This addition 
to the 2009-2010 CCHS formalized the parental/guardian (provided one exists) consent 
process for youths selected to complete the survey. Regarding household level 
information (home safety, insurance coverage, food insecurity, neurology conditions, 
education, income, and administration) an additional block was included at the end of the 
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survey to transition between the youth to the person most knowledgeable (PMK) about 
the household (Statistics Canada, 2011). 
3.1.2.1 Interviewing and Data Quality  
Interviews were conducted either in person, using computer assisted personal 
interviewing (CAPI), or over the phone via computer assisted telephone interviewing 
(CATI). Computer-assisted interviewing has several advantages: non-applicable 
questions are skipped automatically; invalid entries are recognized instantaneously, 
allowing the interviewer to correct any irregularities; and question text is automatically 
customised based on the respondent’s age, gender, previous answers, and the interview 
date. Respondents chosen from the list frame or RDD frame were interviewed from 
centralized call centres using CATI, while those selected from the area frame were 
interviewed in person by field interviewers using CAPI. A senior interviewer, either 
remotely or on site, oversaw all interviewers (Statistics Canada, 2011).  
 
During the collection period, data quality was continuously monitored via internal 
interviewer performance reviews, and a series of ongoing collection reports. During 
collection, some CAPI and CATI interviews were randomly selected for validation and 
verification, with regular feedback to interviewers. Any interviews deemed incomplete 
were flagged, removed from the micro-data and treated as non-response. Collection 
reports identify health regions where collection goals were not being met, allowing for an 
increased focus on data collection in these areas.   
 
To maximize data quality, interviewers made every effort to ensure interviews were 
conducted in privacy with the selected respondent. However, in cases where it was 
deemed unavoidable, the respondent was interviewed with another individual present.  If 
this occurred, flags were placed on the respondents file to indicate the presence of another 
individual during the interview (ADM_10), and whether the interviewer felt that his 
influenced their responses (ADM_11).  
 
  
34 
Within reason, interviewers were instructed to make every attempt to conduct interviews: 
if the timing of the interviewers call or visit was problematic, an appointment was made 
to conduct the interview at a more convenient time for the respondent. If an appointment 
could not be established or no one was home, brochures with information about the 
survey were left, indicating numerous callbacks and contact attempts would be made. To 
minimize language barriers, interviewers with a wide range of language competencies 
were preferentially recruited, and, if necessary, interviews were transferred to an 
interviewer with the language ability required to conduct an interview (Statistics Canada, 
2011).  
3.1.2.2 Non-response  
The CCHS has two nonresponse categories: total nonresponse and partial nonresponse. 
Total nonresponse occurs when no respondents are available or willing to be surveyed at 
the selected unit and no data is collected. Partial nonresponse occurs when a respondent 
does not respond to select survey items, but data on at least some variables is collected. 
For total non-response involving individuals who refuse to participant in the survey, a 
letter from the nearest Statistics Regional Office is sent outlining the importance of the 
CCHS and the respondents contribution, followed by a second call or visit from a senior 
interviewer to try and encourage participation. As not all attempts to convince 
respondents are successful, total nonresponse is also adjusted for in the creation of 
respondent-specific weights. The approach to partial nonresponse varies depending on the 
questionnaire item, as some items allow for specific nonresponse categories (refusal, 
don’t know, not stated) while others do not. Interviewers undergo extensive training 
aimed at minimizing partial non-response in the form of exercises in convincing hesitant 
respondents to participant and/or regional specific refusal avoidance workshops. For 
2009/2010, total combined non-response rates in Ontario for both frames were 70.0%. 
Non-response rates for individual questionnaire items in Ontario can be found in the 
Appendix (Table A.1).  
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3.1.2.3 Questionnaire Development and Validity 
Generally, the CCHS applies questionnaire modules that have been previously validated 
and tested, wherever possible. However, as the CCHS is a population-based survey, 
modules must sometimes be modified prior to their use. Statistics Canada mandates that 
all new or modified questionnaire items must undergo testing in the form of focus groups 
and/or cognitive interviews (Statistics Canada, 2011). Once approved, individual 
questionnaire items are organized into modules, or blocks. Before use, each module 
undergoes three testing stages: block, integrated and end-to-end.  
First, to confirm text and logic flow in both English and French, several testers check 
each module independently. This is called block-level testing, with each module or 
‘block’ treated as a stand-alone questionnaire. Once all blocks have been verified, they 
are linked together, along with standard entry and exit survey components to form 
integrated ‘applications’ ready for the next stage of testing. In the second stage, integrated 
testing, testers verify that logic flow is maintained across modules in each application, 
assess skip patterns based on gender, age, health region or other variables, and ensure that 
the applications function in all possible scenarios faced by the interviewer. Finally, in the 
last stage, fully integrated applications are loaded onto computers connected to a test 
sever. Data collection is simulated in real time, in a manner identical to what would be 
done in the field. This allows testers to identify any technical issues surrounding data 
input, transmission, and extractions. 
3.1.2.4 Proxy Respondents  
If, for reasons of mental or physical health, a selected respondent is unable to complete 
the interview, another knowledgeable household member (proxy respondent) may 
provide information about the selected respondent on his/her behalf. Statistics Canada 
makes a considerable effort to minimize the number of proxy interviews, as intimate or 
sensitive questions may be beyond the scope of knowledge of a proxy respondent.  
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3.1.3 Weighting  
So that estimates derived from CCHS data are representative of the total Canadian 
population, survey weights were assigned to each individual contained in the final 
sample. This weight linked the individual unit to the number of persons represented by 
them in the entire population (Figure 1). During weight creation, the list and RDD frame 
were treated as one frame – the telephone frame. Initially, household-level weights were 
generated separately for the area frame (weights A0-A4) and the telephone frame 
(weights T0-T4), as adjustment factors differ between the two frames. These weights 
were then combined to create a single set of household-level weights. Person-level 
weights were then applied to the combined household weight, and adjusted for non-
response and other factors, to create a unique weight for each respondent (weights I1-I5). 
As a result, CCHS weights accounted for non-response, non-coverage, and selection 
probability for each sample unit.  
 
 
 
Figure 1: CCHS weighting scheme. (Information Source: StatsCan, 2011).  
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3.1.3.1 Weighting of the Area Frame  
Preliminary weights (A0) for the area frame strata were comprised of adjusted LFS 
weights, where adjustment accounts for CCHS samples representative of health regions, 
not LFS geographic boundaries. As clusters can very in size and composition during the 
collection period, sub-sampling methodology is sometimes necessary to maintain realistic 
interviewer workloads. Depending on the situation, a cluster may be further divided into 
sub-clusters, reclassified as a stratum, with the creation of new clusters with the stratum, 
or sub-sampling occurs directly within a selected dwelling. In all cases, an adjustment for 
sub-sampling was calibrated and applied to A0 weights to produce sub-cluster adjusted 
(A1) weights. Additionally, in some HRs, cluster creation results in a larger than required 
sample; stabilization ensured that the sample size is brought back down the needed level. 
To account for an adjusted probability of selection, an adjustment factor is calculated and 
multiplied by weight A1 to produce stabilized (A2) weights.  
During sampling, a proportion of units were recognized as being out-of-scope. 
Households that fall in this category were, for example, vacant, seasonal or secondary, 
under construction, or serve as institutions. These households and their weights were 
removed from the sample. No further weighting adjustments were made: (A3) weights for 
remaining households are the same as A2 weights. Finally, despite measures to avoid 
nonresponse, a percentage of sampled households inevitably refused to participate, could 
not be reached, or provided unusable data. The weights of non-responding households 
were redistributed to the other responsive households within the same response 
homogeneity groups, created using propensity scores for likelihood of response. These 
response probabilities were used to group the sample into groups with similar response 
rates (response homogeneity groups). A final adjustment factor was then calculated as the 
ratio of the sum of A3 weights for all households over the sum of A3 weights for all 
responding households. All A3 weights were multiplied by this factor to produce adjusted 
household non-response (A4) weights for in-scope, responding households. A4 weights 
are the final household-level weights for the area frame. 
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3.1.3.2 Weighting of the Telephone Frame  
Preliminary weights (T0) for the telephone frame were computed as the inverse of the 
probability of selection. As the household selection method differs between RDD and list 
frames, T0 weights were calculated separately for the two frames. While the entire 
sample for the area frame was selected at the start of the collection period, for the 
telephone frame, samples were selected every two months. Since each sample has an 
initial weight based on the probability of selection, weights must be adjusted for each 
two-month cycle, as respondents are selected. This adjustment factor equals the inverse of 
the number of collection periods preceding each cycle. All T0 weights were multiplied by 
this factor to produce adjusted (T1) weights.  
As in the area frame, out-of-scope telephone numbers like those of businesses, 
institutions, or numbers no longer working or in service were removed. Weights for the 
remaining numbers in the telephone frame stayed the same, now called T2 weights. 
Adjustments to correct for non-response were the same as those in the area frame; T2 
weights were multiplied by an adjustment factor corresponding to ratio of total T2 
weights over the sum of T2 weights for responding households, producing T3 weights. 
Since households with more than one telephone line have a higher probability of being 
selected, the final telephone weights must be adjusted to account for these households. 
The adjustment factor in these cases is one over the number of residential telephone lines 
in the dwelling. By multiplying household nonresponse (T3) weights by this factor, final 
household-level (T4) weights for the telephone frame are created. 
3.1.3.3 Integration of Telephone and Area Frames  
Weights for households common to both the area and telephone frame must be combined 
to create a single household weight, in a step called integration. Weights of units sampled 
from the area frame that were not found on the telephone frame were not adjusted. The 
integration adjustment factor, 𝛼, was a number between 0 and 1. Area frame units were 
weighted by this factor, while 1- 𝛼 was used for weighting the telephone frame. Since 
2008, a factor of 𝛼 = 0.4 has been used to create final integrated household weights I1; 
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the product of the final household-level weights (A4 or T4) and the integration 
adjustment factor, 𝛼. 
3.1.3.4 Post-Integration Weighting Steps  
Since the individual is the final sampling unit, household-level weights were converted to 
person-level weights for release. The I1 integrated weight was multiplied by a factor 
accounting for the probability of selection of the respondent within the household, 
resulting in the creation of a preliminary person-level weight I2. The probability of 
selecting any individual within a household depends on the number of people living in the 
household and their respective ages.  
3.1.3.5 Winsorization and Calibration  
After the creation of individual-level weights, some individuals may have extreme weight 
values, particularly if they represented a large proportion of their HR. To prevent these 
individuals from having too much influence on sample variance, outlier weights were  
‘trimmed’ downward to less extreme values in a process called winsorization. Finally, 
before CCHS weights could be released for public use, they underwent a final step called 
calibration. This process ensured that the sum of final weights equaled population 
estimates in each age group for each HR (age groups are: 1-19, 20-29, 30-44, 45-64, 
65+). Estimates were based on the 2006 Census counts in combination with immigration, 
emigration, birth and death counts since that time.   
3.1.4 Sample size  
The final sample was comprised of 39,980 residents aged 16 and older living in Ontario 
during the 2009-2010-time period. As all Trans PULSE respondents were required to be 
16 or older, CCHS respondents younger than 16 were not included in this analysis. CCHS 
data sets are available ready for use with several statistical software programs: SAS, 
STATA, SUDDAN, R and WesVAR. For this analysis, data cleaning, recoding, and all 
calculations of CCHS data were preformed exclusively in SAS (SAS, Version 9.3, NC). 
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3.2 Trans PULSE Survey  
The second data source used in this thesis was the Trans PULSE survey. To date, the 
Trans PULSE survey is the largest cross-sectional survey of transgender and/or gender-
nonconforming youths and adults living in Ontario. The survey collected information 
about standard health and demographic related topics, as well as on a variety of 
transgender-specific topics. The survey was designed to develop a better understanding of 
the needs of trans individuals and communities and to address issues like social 
exclusion, barriers to healthcare, and other systemic inequalities (Bauer et al., 2009). For 
this reason, wherever possible, Trans PULSE survey questions were closely matched to 
those found on the CCHS for ease of comparability. During 2009 and 2010, data on 433 
transgender spectrum and gender non-conforming people living in Ontario were collected 
by the Trans PULSE survey. 
3.2.1 Eligibility 
To be eligible for this survey, respondents must have 1) indicated that they identify as 
‘trans’, but did not need to specify a particular definition of trans (e.g. transsexual) or to 
have undergone or be currently undergoing medical or social transition to live in another 
gender; 2) “live, work or receive health care in the province of Ontario”; 3) be at least 16 
at the time of recruitment (Bauer et al. 2009). Respondents could complete the survey 
online, via telephone, or (if requested) through a paper-and-pencil format.  
3.2.2 Data Collection  
Trans PULSE data were collected using respondent driven sampling (RDS). This 
sampling approach is based on simple snowball sampling but is specifically intended for 
the recruitment of hidden populations within shared networks (Heckathorn, 1997). To 
begin the collection process, an initial group of 16 ‘seeds’ (initial recruits) representing a 
diverse range of age groups, gender identities, ethnicities, and geographic locations was 
chosen. The first wave of recruitment began with each seed choosing 3 trans participants 
from their own personal social network to recruit for the survey. First wave respondents 
were then asked to recruit an additional 3 participants at the time of recruitment. 
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Recruitment continued in waves until the sample reached a desirable size. To increase the 
recruitment rate, additional groups of 5 and 17 seeds were added after 4-5 waves of 
recruitment were completed (Scheim, Bauer & Coleman, 2015). To prevent super-
recruiting (over-recruiting by a single individual), which would bias results toward one 
particular social network or group, participants were restricted to 3 possible recruits each, 
in the form of uniquely coded coupons needed to access the survey. As an incentive to 
participants, a $20 honorarium was offered to recruiters, available as a gift card or 
donation to ‘a trans-related charity’ (for respondents wishing to maintain anonymity).  
 
 
Figure 2: Network diagram of RDS recruitment patterns (n = 433). Yellow circles 
represents seeds (initial recruits). Red circles are non-seeds (other recruits). (Source: 
Bauer et al., 2012). 
 
RDS, like any chain-referral sampling method, can only be utilized within populations 
with a contact pattern (Heckathorn, 1997), that is, behaviours that establish membership 
in the population must also produce connections among its members. This, coupled with a 
tendency among individuals to recruit others similar to them, termed homophily, can bias 
the composition of the final sample to resemble ‘seed’ characteristics. However, 
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Heckathorn (2002) showed that allowing for a sufficient number of recruitment waves 
could considerably reduce this bias by demonstrating that when the number of waves is 
large, sample structure stabilizes and the final sample composition becomes independent 
of seed characteristics. The number of waves achieved by the Trans PULSE survey 
satisfied this requirement; calculations for the necessary number of waves to stabilize 
sample composition are variable-specific and can be found elsewhere (Heckathorn, 1997; 
2002).   
3.2.2.1 Data Entry  
All surveys were stored in an electronic database. Surveys completed online via a web-
based survey interface were added automatically to the database; paper-and-pencil format 
surveys were manually entered into the database, which also tracked coupons given out 
and submitted, network sizes, and survey identification numbers; After data collection 
was complete, data was imported into SAS (SAS, version 9.1, NC) to create a SAS data 
file for cleaning and analysis.   
3.2.2.2 Data Quality  
RDSAT offers only two methods of dealing with missing data: users can either use 
imputation, or replace missing data manually. In imputation, the median value of a 
variable is calculated, and missing data cells are replaced with this median value. 
However, this method can only be used in the case of continuous or ordinal/sequential 
categorical variables, where median values are meaningful; as this analysis used 
predominantly categorical variables, median value imputation was not appropriate. The 
second option – data replacement – replaces missing data cells with a user-specified 
value. Thus, data replacement requires the user to have preexisting knowledge about 
expected/average values for each variable; such values are not known for trans 
populations. Moreover, multiple imputations would artificially deflate confidence 
intervals surrounding point estimates, likely introducing a significant amount of bias. For 
these reasons, missing Trans PULSE data were excluded from this analysis. The extent of 
missing data for individual Trans PULSE questionnaire items can be found in the 
Appendix (Table A.2). 
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3.2.3 Sample Size  
A final sample of 433 trans individuals’ (including 38 seeds) aged 16 and older living in 
Ontario during the 2009-2010-time period was used in this analysis. To guarantee that 
Trans PULSE variables were coded in a manner identical to those found in the CCHS, 
data cleaning and recoding was performed in SAS (SAS, Version 9.3, NC). 
3.3 Measures  
Variables were selected for comparison based on two criteria: 1) they were identified 
from the literature as key determinants or fell within the social determinants of health 
framework, and 2) that their content and wording were the same on both surveys or 
measured the same construct (Trans PULSE questionnaire items were designed to match 
those on the CCHS survey). A full list of variables and questionnaire item wording can be 
viewed in Appendix A.3.  
 
Age 
Age was originally coded as a continuous variable on both surveys, ranging from 16 to 77 
(Trans PULSE) and 16 to 101 (CCHS subsample). For standardization, six age groups 
were created: 16 to 24, 25 to 34, 35 to 44, 45 to 54, 55 to 64 and 65+. As CCHS collects 
data on individuals aged 12 and older; respondents under the age of 16 were excluded 
from this analysis. A domain analysis (Graubard & Korn, 1996) was performed to test the 
assumption that the removal of these participants would not affect prevalence estimates 
due to the complex weighting scheme used by the CCHS. Estimates obtained via domain 
analysis where respondents under the age of 16 had been removed were identical, 
satisfying this assumption.  
 
Gender 
CCHS respondents were asked to indicate whether they were male or female. Trans 
PULSE respondents were coded as trans men or trans women based on two variables: 1) 
sex at birth (male or female), and 2) current gender identity (boy or man, girl or women, 
FTM, MTF, trans boy or man, trans girl or women, feel like a girl sometimes, feel like a 
boy sometimes, T girl, she-male, two-spirit, intersex, crossdresser, genderqueer, or 
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bigender). Respondents were categorized as trans men if they were female at birth and 
now identified as boy or man, FTM, trans boy or man, feel like a boy sometimes, she-
male, two-spirit, intersex, crossdresser, genderqueer, or bigender. Respondents were 
categorized as trans women if they were male at birth and now identified as girl or 
women, MTF, trans girl or women, feel like a girl sometimes, she-male, two-spirit, 
intersex, crossdresser, genderqueer, or bigender. 
 
Ethno-racial identity  
Survey respondents were asked to choose their ethno-racial background from the 
following categories: Aboriginal (Canadian or non-Canadian indigenous), Latin 
American, East Asian, Indo Caribbean, South Asian, Middle Eastern, South East Asian, 
White Canadian or White American, White European, Black Canadian or African 
American, Black African and Other. To circumvent issues of small cell size, ethno-racial 
identity was collapsed into seven categories: White Canadian/American/European, 
Aboriginal, East/South/Southeast Asian, Latin American, Black 
Canadian/American/African, Middle Eastern and Other.  
 
Birth region  
Survey respondents were asked, “ What country were you born in? ” Responses were 
categorized as: Canada, Other North America, Central/South America & Caribbean, 
Africa, Asia, Europe, and Oceania.  
 
Marital status 
Trans PULSE participants were asked: “What is your legal status right now? ” while 
CCHS respondents were asked: “ What is your marital status? ” Respondents categories 
were never married, separated, divorced, widowed, living common-law and married.  
 
(Canadian) Aboriginal status  
Survey respondents were asked if they were: First Nations, Metis, Inuit or None of the 
above. Respondents who indicated they were First Nations, Metis, or Inuit were 
categorized as aboriginal; otherwise respondents were categorized as non-aboriginal.  
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Citizenship status  
Trans PULSE respondents were asked, “ What is your status in Canada? ” Response 
options were: Canadian citizen, permanent resident/landed, refugee, refugee claimant/ 
PRRA/ judicial review, work permit, visitor permit, student permit, undocumented/ non-
status/ without papers, and other, with a write-in option for respondents who answered 
‘other’.  Respondents who indicated they were Canadian citizens and were also born in 
Canada were coded as non-immigrants. Respondents who indicated that they were 
citizens but were born outside of Canada, permanent residents, refugees or refugee’s 
claimants were classified as immigrants. Individuals on work/visitor/student permits or 
who were undocumented or did not know their status were coded as temporary, non-
status, or unsure.  CCHS respondents were asked, “ Are you an immigrant to Canada? ” 
Response options were: yes, no or not stated.  
 
Length of time in Canada (if immigrated) 
All Trans PULSE respondents were asked, “How long have you been living in Canada? ” 
A range of values was allowed. Responses were categorized as greater than five years or 
less than five years for those who had been coded as having immigrated to Canada. For 
the CCHS, only individuals who had immigrated to Canada were asked, “How long have 
you been living in Canada? ” Numeric responses were coded as less than or greater than 
five years.  
 
Education  
Trans PULSE respondents were asked, “At this point, what level of education have you 
completed (in Canada or in any other country?).” Response options were: did not 
graduate from high school, high school graduate, some college or trade school, college or 
trade school graduate, some university, university-bachelor’s degree, university – 
graduate or professional degree.  CCHS respondents were asked, “What is the highest 
level of education you have competed?” Responses were categorized as one of the 
following: high school not completed, high school graduate, some postsecondary, college 
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or university degree, graduate or professional degree. Trans PULSE responses were 
recoded to match those on CCHS.  
 
Current student 
Trans PULSE respondents were asked: “Are you currently enrolled in elementary school, 
middle school, high school, college, trade school or university?” Respondents could 
select either yes, fulltime; yes, part-time; no. For CCHS respondents, current student 
status coded to match these three categories using a combination of two questions: “Are 
you currently attending a school, college or university?” and “Are you enrolled as a full-
time student or a part-time student?”  
 
Income 
On both surveys respondents were asked “What is your best estimate of the total income, 
before taxes and deductions, of all household members from all sources in the past 12 
months?” and “What is your best estimate of your total personal income, before taxes and 
other deductions, from all sources in the past 12 months?”  Responses were grouped into 
five categories: less than $15, 000, $15,000 to $29,999, $30,000 to $49,999, $50,000 to 
$79,999 and $80,000 and above.  
 
Employment status 
Employment status for both surveys was coded using four variables: hours per week 
respondent worked at a job or business, number of current jobs, age, and current student 
status. Unemployed individuals were those who had not worked any hours in the past 
week, excluding individuals who were over the age of 65, disabled, or current students. 
Respondents who did not work any hours but were over the age of 65 were coded as 
‘retired’. Those who did not work but had indicated a serious disability that impeded their 
ability to move, speak, see, or hear were coded as ‘permanently unable to work’. Part-
time or full-time students who did not work any hours were placed in the ‘student’ 
category.   
 
Health care quality and availability 
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For both surveys, respondents were asked a series of four questions: 1) “Overall, how 
would you rate the availability of health care services in Ontario?” 2) “Overall, how 
would you rate the quality of the health care services available in Ontario?” 3) “Overall, 
how would you rate the availability of health care services in your community?” 4) 
“Overall, how would you rate the quality of the health care services in your community?” 
Response options were: excellent, good, fair, and poor.  
  
Unmet health care needs 
For CCHS and Trans PULSE surveys, respondents were asked to answer yes or no to the 
following question: “During the past 12 months, was there ever a time when you felt that 
you needed health care but didn't receive it?”  
 
Food insecurity 
Respondents of both surveys were asked, “Which of the following statements best 
describes the food eaten in your household in the past 12 months?” Available responses 
were: You and your household always had enough of the kinds of food you wanted to eat, 
you and your household had enough to eat, but not always the kind of food wanted, 
Sometimes you and your household didn’t have enough to eat, and often you and your 
household didn't have enough to eat.  
 
Sense of community belonging 
All survey participants were asked, “How would you describe your sense of belonging to 
your local community?” Response options were: very strong, somewhat strong, 
somewhat weak, and very weak.  
 
Disability  
Trans PULSE respondents were asked, “Are you currently living with any of the 
following?” Response options were (check all that apply): intellectual disability, learning 
disability, Autism, Asperger’s or neuro-diverse spectrum, mental health disability, 
survivor of the psychiatric system, low vision or visual impairment, communication 
disability, physical or mobility disability, chronic pain, chronic illness. In a separate 
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question respondents were asked, “Are you deaf, deafened or hard of hearing?” 
Individuals who indicated that they were living with low vision or visual impairment, a 
communication disability, a physical or mobility disability, or were deaf, deafened or 
hard of hearing were coded has having a visual, communication, physical, or hearing 
disability, respectively. 
 
Disability in CCHS respondents was measured through the Health Utilities Index (HUI). 
Respondents, who had visual or hearing problems that were not corrected, were coded as 
having low vision/visual impairment and being deaf, deafened or hard of hearing, 
respectively. Those with a communication disability were respondents who had speech 
that was partially or completely not understood. Physical or mobility disabled individuals 
were respondents who had mobility or dexterity problems that required a personal aid or 
help from others.  
 
Geographic location  
Using the first letter of the respondent’s postal code, survey participants were classified 
as living in eastern, central, southwestern or northern Ontario or metropolitan Toronto.  
3.4 Data Analysis 
3.4.1 Age-Adjusted CCHS Prevalence Estimates  
To ensure adequate sample for size for data release (cell size >5) crude frequencies for 
the Ontario population were calculated using the SURVEYFREQ procedure in SAS. All 
variables met cell size requirements in accordance with CCHS guidelines.  
 
While prevalence estimates can be easily generated in SAS by applying individual 
sampling weights, bootstrapping methodology, using CCHS-specific bootstrap weights, 
must be utilized to obtain the corresponding 95% confidence intervals (CIs). This 
technique is recommended by Statistics Canada for several reasons: it supports the 
complex multistage survey design, sets of bootstrap weights can be given to users without 
creating concerns for confidentiality, and it can be used to estimate the variance of non-
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smooth functions like percentiles (Spinks, 2011). Briefly, bootstrapping is a statistical 
technique that takes repeated samples from the same data set to create a set of replicate 
estimates. Confidence intervals for the original point estimate can be generated using the 
variation in replicate estimates (Rao, et al., 1988). For each survey cycle, Statistics 
Canada randomly re-samples clusters (with replacement) within each stratum, creating a 
subsample of the total sample. Initial design weights (Figure 1) are then applied to the 
subsample and corrected for standard adjustment factors like selection probability, 
nonresponse, and population counts, to create a final ‘bootstrap’ weight for each 
individual within the subsample; individuals in non-selected clusters are given a bootstrap 
weight of zero. This process is repeated 500 times to generate a set of 500 bootstrap 
weights (Statistics Canada, 2005). To aid researchers in generating point and variance 
estimates using the bootstrap weights, a SAS macro program called BOOTVAR was 
developed by Statistics Canada (Statistics Canada, 2005). Using this program, point 
estimates for variables were replicated 500 times; 95% CIs are calculated using the 
variance among these estimates. Bootstrapping methodology was not employed for the 
point estimates themselves, which were computed within BOOTVAR by applying final 
person-level sampling weights to the total sample. Unadjusted CCHS point estimates with 
associated 95% CIs can be found in the Appendix (Table A.1).  
 
As the transgender community is, on average, younger than the general Canadian 
population (Table 2), prevalence estimates for the overall Ontario population were age-
adjusted using direct standardization to match the overall age distribution of the Trans 
PULSE population. In direct age-standardization, age-specific study population (CCHS) 
rates are applied to the age distribution of a standard population (Trans PULSE); in other 
words, direct standardization can be conceptualized as taking the observed number of 
events in the trans population, and comparing it the expected number of events in the 
general Ontario population if that populace's age distribution was the same as the trans 
population (Schoenbach, 1999). To perform direct age-standardization, a secondary SAS 
macro (STD_MACRO) was employed concurrently with the BOOTVAR program. Using 
this program, weighted variable rates were calculated for each age group (stratum): 16-
24, 25-34, 35-44, 45-54, 55-64, and 65+; this process was done using both total 
  
50 
population person-level weights for point estimates, and the provided set of 500 bootstrap 
weights. Modelling the Ontario trans population (Trans PULSE) as our standard 
population, CCHS stratum-specific rates (overall and bootstrap) were then multiplied by 
the weight of each age group in the Ontario trans population to generate age-standardized 
prevalence estimates; the simple variance of these estimates across the 500 bootstrap 
samples was used to produce corresponding 95% CIs. Though similarly valid 
comparisons may also be drawn by directly age-standardizing both populations to an 
external standard population, such as the World Standard Population (Ahmed et al., 
2001), our approach allows us to compare real populations observations to expected 
(counterfactual) outcomes. This methodology has been previously employed in Ontario 
using CCHS data to compare risk factors between populations with significantly different 
age structures, such as Aboriginal and non-Aboriginal populations (Withrow et al., 2014) 
and among different ethnic groups (Chiu et al., 2010).  
 
Of major concern to epidemiologists is the concept of confounding, a “distortion in the 
estimated exposure effect that results from differences in risk between the exposed and 
unexposed that are not due to exposure” (Rothman, 1986). In assessing potential sources 
of confounding, a breakdown of age group by gender (Table 2) revealed the distribution 
of participants among age groups to be significantly different between trans men and 
trans woman. As differences in age can independently influence key social determinates 
of health like education and income, a second set of prevalence estimates was generated 
using the same methodology as outlined above, standardized separately to the 
transmasculine and transfeminine population age distributions. This secondary 
standardization removed the confounding effects of age, and also provided direct 
comparisons between trans men and (assumed) cisgender men and trans women and 
(assumed) cisgender women in the general Ontario population. 
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Table 2: Age distribution of trans versus (assumed) cisgender individuals in Ontario 
Age 
group 
Trans Ontarians 
(n = 433) 
Ontarians 
(n = 39980) 
Trans men 
(n = 226) 
Cisgender Men 
(n = 17869) 
Trans women 
(n = 205) 
Cisgender Women 
(n=22111 ) 
 % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) 
16-24 33.2 (25.2, 43.1) 14.4 (14.0, 14.8) 43.1 (34.6, 63.5) 15.2 (14.5, 15.8) 23.9 (12.8, 47.0) 13.7 (13.1, 14.2) 
25-34 29.1 (22.4, 37.0) 14.9 (14.4, 15.4) 34.1 (21.1, 43.6) 14.5 (13.8, 15.2) 35.0 (20.3, 49.5) 15.2 (14.5, 15.9) 
35-44 16.4 (10.9, 22.4) 17.6 (17.2, 17.9) 14.6 (4.9, 22.0) 17.8 (17.3, 18.4) 16.9 (6.6, 27.9) 17.3 (16.8, 17.8) 
45-54 12.5 (6.9, 18.5) 18.1 (17.6, 18.9) 8.1 (1.6, 13.4) 18.2 (17.5, 18.9) 11.2 (2.1, 17.1) 18.1 (17.3, 18.8) 
55-64 6.3 (2.3, 9.8) 14.0 (13.5, 14.5) 0 (---) 14.1 (13.5, 14.8) 7.2 (0.7, 12.6) 13.9 (13.1, 14.6) 
65+ 2.5 (0.6, 5.0) 15.3 (15.3, 15.3) 0 (---) 14.0 (14.0, 14.0) 5.6 (1.4, 16.5) 16.5 (16.4, 16.5) 
 
 
Though our initial plans included further standardization of CCHS data by gender to create age-sex standardized 
rates, the ratio of trans men to trans women in Ontario was not significantly different than the ratio of men to 
women in the general Ontario population (Table 3), deeming a second standardization unnecessary. 
 
Table 3: Ratio of trans men to trans women versus ratio of cisgender men to women 
Variable 
All trans people 
(n=433) 
All Ontarians 
(n=39980) 
 % (95% CI) %  (95% CI) 
 
Male / transmasculine 52.8 (44.8, 62.0) 48.8 (48.7, 49.0) 
Female / transfeminine 46.9 (37.8, 55.0) 51.2 (51.1, 51.3) 
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3.4.2 Trans PULSE Prevalence Estimates  
As mentioned previously, RDS is a form of non-random sampling. Consequently, some 
respondents are more likely to be recruited than others. To correct for this, prevalence 
estimates were weighted based on probability of recruitment by adjusting for clustering 
via shared recruiters via transition probabilities (the likelihood of one group recruiting 
another), and network size using the RDS Analysis Tool version 7.1.4 (RDSAT) (Volz et 
al., 2007; 2012). Average network size was approximated via dual component estimation 
(mean cell size of 12) based on the number of peers the respondent indicated that they 
knew. Clustering and recruitment patterns were calculated using coupon codes. The 
benefit of using this weighting technique (RDS I weights) is that it more completely 
accounts for sample homophily, whereas other RDS weighting methods do not. This 
distinction may be important when generating population representative prevalence 
estimates, but is not always necessary; both RDS I and RDS II methods have been found 
to be valid for population frequencies (Wejrnert, 2009). Therefore, when weighted, 
population estimates are representative of trans Ontarians, 16 and older, who know at 
least one other trans individual. RDS I confidence intervals were estimated in RDSAT via 
a specialized bootstrapping algorithm designed specifically for respondent-driven 
sampling (Heckathorn, 2002; Salganik, 2006). Unlike traditional bootstrapping, where 
units are randomly resampled in one step, resampling for RDS is a multi-stage process 
that begins when a random seed is selected with uniform probability from all possible 
seeds. After seed selection, a respondent is chosen from the full sample based on the 
likelihood of being recruited by that seed (transition probability); individuals are 
subsequently sampled with replacement based on the probability of being recruited by the 
prior respondent, forming recruitment chains (Salganik, 2006; Wejnert, 2009). This 
process continues until the bootstrap sample reaches the original sample size. 95% CIs 
were calculated from the distribution of 15,000 RDS I-weighted replicate bootstrap 
samples; in RDSAT, a larger number of resamples (≥ 15,000) is recommended for 
optimal accuracy (Volz et al., 2012). All prevalence estimates were stratified by gender 
spectrum (trans men or trans women) (Table 1).  
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3.4.3 Standardized Prevalence Differences 
Effect measures were reported as standardized prevalence differences (SPD’s) with 95% 
CI’s. As prevalence estimates and corresponding variances were from separate samples – 
each using different sampling methodologies – confidence intervals for differences 
between rates were computed using methods of variance estimates recovery (MOVER) 
(Zou, 2008; Zou & Donner, 2008; 2012; Li et al., 2014). This method utilizes the separate 
confidence limits of independent point estimates to construct a confidence interval for 
effect measures like prevalence differences, odds ratios, and risk ratios (Zou & Donner, 
2008).  That is, the variance needed to construct a confidence interval about an effect 
measure is recovered from the confidence limits of the 95% CIs of the two estimates 
being compared. In contrast to a simple asymptotic approach (Hosmer & Lemeshow, 
1992), which forces confidence limits to be symmetric, this method allows for 
asymmetric confidence limits, and has the added advantage of preforming well on 
samples of both small and large size. In addition, calculations are straightforward and can 
be done by hand or programmed into a spreadsheet (Zou, 2008). All standardized 
prevalence difference and 95% CI MOVER calculations were preformed using a 
Microsoft Excel (Microsoft corporation, Redmond, Washington) spreadsheet. 
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Chapter 4  
4 Results  
4.1 Standardization to the Overall Trans Population 
Results standardizing to the overall trans age distribution are shown in Tables 4-6 as 
percentages with corresponding 95% confidence intervals; statistically significant 
differences (P < 0.05) are marked by an asterisk (*). 
Table 4: Comparing education, income, and employment between the (overall) trans 
and age-standardized general Ontario population, aged 16 and older 
 
Variable 
All trans people 
N=433 
All Ontarians 
N=39980 
Standardized Prevalence 
difference 
 % 95% CI %  95% CI  %  95% CI  
Education (highest level)       
High school not completed  12.5 (8.1, 18.7) 15.2 (14.5, 15.9) -2.7 (-7.2, 3.5) 
High school graduate 16.2 (10.8, 21.5) 18.4 (17.6, 19.3) -2.2 (-7.7, 3.2) 
Some postsecondary  28.2 (22.3, 35.6) 10.5 (9.8, 11.2) 17.7 (11.8, 25.1)* 
College or university degree 35.6 (27.8, 42.7) 48.6 (47.5, 49.6) -13.0 (-20.9, -5.8)* 
Graduate or prof degree 7.6 (3.6, 11.6) 7.3 (6.8, 7.9) 0.3 (-3.7, 4.3) 
Current student        
Yes, full-time 23.3 (16.8, 31.0) 20.4 (19.6, 21.3) 2.9 (-3.7, 10.6) 
Yes, Part-time 5.7 (3.6, 9.3) 4.4 (3.9, 4.9) 1.3 (-0.9, 4.9) 
No 71.1 (62.4, 77.3) 72.6 (71.7, 73.5) -1.5 (-10.2, 4.8) 
Household income       
Less than $15, 000 29.4 (19.8, 37.4) 4.6 (4.0, 5.1) 24.8 (15.2, 32.8)* 
$15, 000 to $29, 999 17.3 (11.4, 24.6) 9.2 (5.8, 9.9) 8.1 (2.2, 16.2)* 
$30, 000 to $49, 999  23.3 (16.4, 31.9) 14.9 (14.1, 15.8) 8.4 (1.4, 17.0)* 
$50, 000 to $79, 999 12.7 (7.4, 19.1) 25.8 (14.8, 26.8) -13.1 (-18.5, -0.4)* 
$80, 000 + 17.2 (10.7, 25.1) 45.5 (44.2, 46.8) -28.3 (-34.9, -20.3)* 
Personal Income        
Less than $15, 000 48.2 (40.2, 57.9) 32.5 (31.5, 33.5) 15.7 (7.6, 25.5)* 
$15, 000 to $29, 999 21.0 (14.8, 28.8) 18.8 (17.9, 19.8) 2.2 (-4.1, 10.1) 
$30, 000 to $49, 999 17.1 (10.3, 22.5) 21.7 (20.8, 22.6) -4.6 (-11.5, 0.9) 
$50, 000 to $79, 999 7.1 (3.0, 10.9) 17.0 (16.2, 17.8) -9.9 (-14.1, -6.0)* 
$80, 000 +  6.6 (2.7, 12.4) 9.8 (9.4, 10.6) -3.2 (-7.2, 2.6) 
Employment status       
Full-time job 42.5 (32.9, 53.5) 49.0 (48.0, 50.0) -6.5 (-16.2, 4.5) 
More than one part-time job 12.8 (7.6, 19.2) 13.0 (12.3, 13.7) -0.2 (-5.4, 6.2) 
One part-time job  24.1 (16.5, 34.3) 7.0 (6.5, 7.5) 17.1 (9.5, 27.3)* 
Retired 1.7 (0.0, 6.6) 3.2 (3.1, 3.3) -1.5 (-3.2, 3.4) 
Student (not working)  4.5 (1.1, 9.9) 8.4 (7.7, 9.1) -3.9 (-7.4, 1.5) 
Unemployed  10.3 (3.7, 15.0) 14.5 (13.8, 15.3) -4.2 (-10.8, 0.6) 
Permanently unable to work  4.1 (0.3, 7.1) 1.8 (1.6, 2.0) 2.3 (-1.5, 5.3) 
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Table 5: Demographics comparing the (overall) trans and age-standardized general 
Ontario population, aged 16 and older 
 
 
Variable 
All trans people 
(n=433) 
All Ontarians 
(n=39980) 
Standardized Prevalence 
difference 
 % 95% CI %  95% CI  %  95% CI  
Gender spectrum       
Male / transmasculine 52.8 (44.8, 62.0) 48.8 (48.7, 49.0) 4.0 (-4.0, 13.2) 
Female / transfeminine 46.9 (37.8, 55.0) 51.2 (51.1, 51.3) -4.3 (-13.4, 3.8) 
Ethno-racial identity1       
White Can/Amer/Euro  87.8 (82.4, 92.6) 70.2 (69.0, 72.5) 17.6 (11.7, 22.5)* 
Aboriginal 6.0 (2.9, 9.6) 2.5 (2.2, 2.7) 3.5 (0.4, 7.1)* 
East/South/Southeast Asian 7.0 (3.5, 11.5) 16.4 (15.4, 17.4) -9.4 (-13.0, -4.8)* 
Latin American 3.5 (0.8, 7.0) 1.9 (1.5, 2.2) 1.6 (-1.1, 5.1) 
Black Can/Amer/African 2.9 (0.8, 5.8) 4.4 (3.8, 5.1) -1.5 (-3.7, 2.5) 
Middle Eastern  3.7 (1.1, 7.0) 2.2 (1.9, 2.6) 1.5 (-1.1, 4.8) 
Other 3.8 (0.9, 7.1) 2.5 (2.1, 2.8) 1.3 (-1.6, 4.6) 
Birth region        
Canada 81.9 (76.6, 88.5) 68.1 (67.0, 69.2) 13.8 (8.4, 20.5)* 
Other North America 4.8 (1.9, 8.5) 1.1 (0.9, 1.3) 3.7 (0.8, 7.4)* 
Central/South America & 
Caribbean  
3.6 (0.6, 6.1) 4.2 (3.7, 4.7) -0.6 (-3.6, 1.9) 
Africa  1.3 (0.0, 3.7) 7.3 (6.7, 7.8) -6.0 (-7.4, -3.5)* 
Asia 2.8 (0.1, 5.1) 2.1 (1.7, 2.5) 0.7 (-2.0, 3.0) 
Europe 5.1 (2.5, 8.4) 14.6 (13.7, 15.6) -9.5 (-12.3, -6.1)* 
Oceania  0.4 (0.0, 1.5) 0.1 (0.0, 0.2) 0.3 (-0.1, 1.4) 
Aboriginal identity       
Non-aboriginal  94.4 (91.2, 97.3) 94.9 (94.6, 95.3) -0.5 (-3.7, 2.4) 
First Nations, Metis or Inuit  5.6 (2.7, 8.8) 2.4 (2.2, 2.7) 3.2 (0.3, 6.4)* 
Citizenship status        
Immigrant 15.6 (9.9, 21.7) 28.6 (27.5, 29.7) -13.0 (-18.8, -6.8)* 
Non-immigrant  81.8 (75.5, 88.0) 68.7 (67.6, 69.8) 24.7 (20.1, 28.2)* 
Temporary, non-status, unsure 2.5 (0.5, 5.4) 2.7 (2.4, 3.0) 0.2 (-2.1, 3.6) 
Length of time in Canada (if immigrated)     
<5 years 15.0 (9.0, 20.8) 23.8 (21.6, 26.0) -8.8 (-15.2, -2.6)* 
5+ years  85.0 (78.1, 90.3) 76.2 (74.0, 78.5) 8.8 (1.5, 14.5)* 
Marital status        
Never married 61.0 (52.5, 69.0) 41.1 (40.2, 41.9) 19.9 (11.4, 28.0)* 
Separated 7.8 (4.1, 12.7) 8.2 (7.6, 8.8) -0.4 (-4.1, 4.5) 
Divorced  7.3 (3.5, 12.2) 1.2 (1.1, 1.3) 6.1 (2.3, 11.0)* 
Widowed 0.2 (0.0, 1.0) 2.3 (2.0, 2.6) -2.1 (-2.5, -1.2)* 
Living common-law 9.3 (5.3, 14.3) 2.6 (2.4, 2.8) 6.7 (2.7, 11.7)* 
Married 14.4 (8.6, 19.9) 44.5 (43.7, 45.3) -30.1 (-36.0, -24.5)* 
Geographic location       
Eastern Ontario 14.9 (7.4, 24.5) 14.7 (14.5, 14.9) 0.2 (-7.3, 9.8) 
Central Ontario  16.8 (10.7, 25.0) 38.5 (38.1, 38.9) -21.7 (-27.8, -13.5)* 
Metropolitan Toronto  32.7 (21.5, 42.1) 21.8 (21.5, 22.2) 10.9 (-0.3, 20.3) 
South western Ontario 27.3 (16.7, 38.7) 19.2 (19.0, 19.5) 8.1 (-2.5, 19.5) 
Northern Ontario  8.4 (3.0, 16.3) 5.7 (5.6, 5.9) 2.7 (-2.7, 10.6) 
 
1.  Check all that apply; percentages may not add up to 100%  
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Variable 
All trans people 
N=433 
All Ontarians 
N=39980 
Standardized Prevalence 
difference 
 % 95% CI %  95% CI  %  95% CI  
Healthcare availability in Ontario     
Excellent  13.0 (8.1, 18.5) 14.9 (14.2, 15.7) -1.9 (-6.9, 3.6) 
Good 48.4 (40.8, 55.8) 51.5 (50.5, 52.6) -3.1 (-10.8, 4.4) 
Fair 27.5 (20.7, 34.5) 25.1 (24.1, 26.0) 2.4 (-4.5, 9.5) 
Poor  11.1 (6.4, 17.2) 8.5 (8.0, 9.0) 2.6 (-2.1, 8.7) 
Healthcare quality in Ontario      
Excellent  12.7 (7.6, 17.9) 17.3 (16.5, 18.1) -4.6 (-9.8, 0.7) 
Good 50.7 (42.1, 58.5) 56.9 (55.8, 57.9) -6.2 (-14.9, 1.7) 
Fair 24.4 (18.3, 32.2) 20.9 (20.1, 21.7) 3.5 (-2.7, 11.3) 
Poor  12.1 (6.9, 18.6) 5.0 (4.5, 5.4) 7.1 (1.9, 13.6)* 
Community healthcare availability      
Excellent  12.3 (7.9, 17.4) 15.7 (14.9, 16.4) -3.4 (-7.9, 1.8) 
Good 37.5 (30.2, 44.8) 49.1 (48.1, 50.1) -11.6 (-19.0, -4.2)* 
Fair 31.5 (24.1, 38.9) 24.0 (23.1, 24.8) 7.5 (0.1, 15.0)* 
Poor  18.7 (12.7, 25.7) 11.3 (10.7, 11.9) 7.4 (1.4, 14.4)* 
Community healthcare quality     
Excellent 11.7 (7.0, 14.5) 16.7 (15.9, 17.5) -5.0 (-9.8, -2.1)* 
Good 48.5 (37.1, 52.0) 57.1 (56.1, 58.1) -8.6 (-20.0, -5.0)* 
Fair 22.3 (15.7, 27.8) 20.3 (19.2, 20.9) 2.0 (-4.6, 7.6) 
Poor 17.5 (11.3, 22.6) 6.2 (5.7, 6.6) 11.3 (5.1, 16.4)* 
Needed healthcare in the past year but did not receive it    
Yes 43.9 (37.2, 51.5) 10.7 (9.7, 11.6) 33.2 (26.4, 40.9)* 
No 56.1 (48.5, 62.8) 89.2 (88.3, 90.1) -33.1 (-40.8, -26.3)* 
Blind, living with low vision, or visual impairment    
Yes 1.8 (0.7, 4.0) 0.7 (0.5, 0.8) 1.1 (0.0, 3.3) 
No 98.2 (96.0, 99.3) 99.1 (98.9, 99.3) -0.9 (-3.1, 0.2) 
Living with a communication disability   
Yes 1.1 (0.0, 2.8) 0.3 (0.1, 0.4) 0.8 (-0.3, 2.5) 
No 98.9 (97.2, 100.0) 99.7 (99.6, 99.8) -0.8 (-2.5, 0.3) 
Living with physical or mobility disability    
Yes 7.5 (3.7, 11.7) 1.9 (1.7, 2.1) 5.6 (1.8, 9.8)* 
No 92.5 (88.3, 96.3) 98.0 (97.9, 98.2) -5.5 (-9.7, -1.7)* 
Deaf, deafened or hard of hearing    
Yes 5.3 (2.8, 8.4) 1.4 (1.2, 1.5) 3.9 (1.4, 7.0)* 
No 94.7 (91.6, 97.2) 98.2 (98.0, 98.4) -3.5 (-6.6, -1.0)* 
Sense of belonging to local community    
Very strong 9.9 (4.6, 14.2) 14.3 (13.5, 15.1) -4.4 (-9.8, 0.0) 
Somewhat strong 25.1 (19.2, 31.8) 48.7 (47.5, 49.8) -23.6 (-29.6, -16.8)* 
Somewhat weak 34.6 (28.2, 43.1) 27.5 (26.1, 29.0) 7.1 (0.5, 15.7)* 
Very weak  30.3 (22.9, 38.2) 9.5 (8.8, 10.3) 20.8 (13.4, 28.7)* 
Food insecurity        
Always had enough food  54.0 (45.1, 61.4) 87.4 (86.6, 88.2) -33.4 (-42.3, -26.0)* 
Had enough; but not always kinds 
of food wanted 
29.9 (23.7, 37.2) 10.8 (10.1, 11.6) 19.1 (12.8, 26.4)* 
Sometimes did not have enough 
food  
13.6 (8.6, 19.9) 1.4 (1.1, 1.7) 12.2 (7.2, 18.5)* 
Often did not have enough food 2.5 (0.8, 4.6) 0.4 (0.3, 0.5) 2.1 (0.4, 4.2)* 
 
Table 6: Comparing heath, disability, and community in the (overall) trans and age-
standardized general Ontario population aged 16 and older 
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Effect measures are reported as standardized prevalence differences (SPDs), calculated as 
the difference in rates between the two groups (Farone, 2008). Analyzing both 
populations’ demographics (Table 5) revealed that a significantly higher proportion of 
trans Ontarians are never-married (SPD = 19.9%, 95% CI: (11.4, 28.0)), white or 
Aboriginal (17.6%, (11.7, 22.5)), and were either born in Canada or North America 
(13.8%, (8.4, 20.5)) or have lived in Canada for at least 5 years (8.8%, (1.5, 14.5)). 
Specifically, 19.9% (11.4, 28.0) more trans people were single or never married, with 
6.7% (2.7, 11.7) more living common-law. A significantly higher proportion of trans 
individuals identified as white (17.6% (11.7, 22.5)) or Aboriginal (3.5% (0.4, 7.1) and 
had been born in Canada (13.8% (8.4, 20.5)) or another part of North America (3.7% 
(0.8, 7.4)). In addition, 13.0 % (6.8,18.8) less trans people had immigrated to Canada, and 
of those who had, 8.8 % (1.5, 14.5) more had been living in Canada for 5 years or more. 
With regards to gender identity, for both transmasculine spectrum  (4.0 % (-4.0, 13.2)) 
and transfeminine spectrum (-4.3% (-13.4, 3.8)) respondents, there were no significant 
differences between population estimates.  
 
In comparison with the general Ontario population, 33.2% (26.4,40.9) more trans 
individuals said that they had, at least once in the last year, needed health care but did not 
receive it. In addition, a higher percentage of trans participants felt that health care quality 
(11.3% (5.1, 16.4)) and availability (7.4% (1.4, 14.1)) in their community were poor. 
Furthermore, 7.1% (1.9, 13.6) more trans respondents indicated a poor quality of health 
care in Ontario overall, and perceptions of community belonging were somewhat weak or 
very weak in 7.1% (0.5, 15.7) and 20.8% (13.4, 28.7) more trans survey respondents, 
respectively. Also, a higher proportion of trans individuals reported either living with a 
physical or mobility disability (5.6% (1,8, 9.8) or being deaf, deafened, or hard of hearing 
(3.9% (1.4, 7.0)). Finally, 12.2% (7.2, 18.5) more trans people said that they sometimes 
did not have enough food to eat, and 2.1% (0.4, 2.5) more said that this had occurred 
often in the past year.  
 
Trans individuals living in Ontario were, on average, as well educated as the general 
population, though, a higher proportion (17.7% (11.8, 25.1)) of trans people indicated 
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having completed only some postsecondary education, with a significantly lower 
proportion finishing their degree (13.0% (5.8, 20.9)). However, the proportion of trans 
individuals who were currently enrolled full-time or part-time in school did not differ 
from what would be expected based on the overall Ontario population. A significantly 
higher percentage of trans people reported low annual household incomes, with 24.8% 
(15.2, 32.8) more trans individuals having yearly household incomes of less than $15,000, 
and 8.1% (2.2, 16.2) more reporting household incomes ranging from $15,000 to $29,999 
annually. For personal income, a greater proportion of trans people had a yearly personal 
income of less than $15,000 (15.7% (7.6, 25.5)) than would be expected for an age-
standardized Ontario population. In addition, 17.1% (9.5, 27.3) more trans individuals 
indicated that they currently had a (single) part-time job. 
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4.2  Standardization to the Trans Male Population 
Results standardized to the age distribution of the Ontario trans male population are shown in Tables 7-9 as percentages 
with corresponding 95% confidence intervals; statically significant differences  (P< 0.05) are marked by an asterisk (*). 
Table 7: Comparing education, income, and employment, between trans men and age-standardized (assumed) 
cisgender men and women in Ontario, aged 16 and older 
 
Variable 
Transgender 
men 
N=227 
Cisgender men 
N=17869 
Standardized 
Prevalence 
difference 
Cisgender 
women 
N=22111 
Standardized 
Prevalence 
difference 
 % (95% CI) %  (95% CI) % (95% CI) %  (95% CI) %  (95% CI) 
Education (highest level)      
High school not completed  13.3 (4.1, 15.7) 17.4 (16.1, 18.6) -4.1 (-13.4, -1.4)* 15.0 (13.9, 16.2) -1.7 (-11.0, 0.9) 
High school graduate 18.2 (11.9, 30.6) 19.6 (18.2, 21.0) -1.4 (-7.9, 11.1) 17.7 (16.4, 19.1) 0.5 (-6.0, 13.0) 
Some postsecondary  28.9 (22.3, 45.1) 11.5 (10.3, 12.8) 17.4 (10.7, 33.6)* 12.1 (10.9, 13.3) 16.8 (10.1, 33.0)* 
College/university degree 32.5 (18.7, 40.7) 45.0 (43.3, 46.7) -12.5 (-26.4, -4.1)* 38.5 (46.8, 50.1) -6.0 (-24.0, 5.7) 
Graduate or prof degree 7.2 (1.5, 15.2) 6.5 (5.6, 7.3) 0.7 (-5.1, 8.8) 6.6 (5.8, 7.4) 0.6 (-5.2, 8.6) 
Current student       
Yes, full-time 26.9 (19.2, 42.9) 24.6 (23.2, 26.0) 2.3 (-5.5, 18.4) 27.4 (26.0, 28.8) -0.5 (-8.3, 15.6) 
Yes, Part-time 7.7 (3.4, 14.6) 4.6 (3.8, 5.5) 3.1 (-1.3, 10.0) 5.2 (4.5, 5.9) 2.5 (-1.9, 9.4) 
No 65.4 (48.2, 73.2) 67.7 (66.1, 69.3) -2.3 (-19.6, 5.7) 65.1 (63.6, 66.6) 0.3 (-17.0, 8.2) 
Household income      
Less than $15, 000 24.8 (14.7, 40.1) 4.3 (3.4, 5.2) 20.5 (10.4, 41.2)* 5.0 (4.1, 5.9) 19.8 (9.7, 40.5)* 
$15, 000 to $29, 999 16.7 (6.8, 23.9) 8.3 (7.1, 9.4) 8.4 (-1.6, 15.7) 10.0 (8.9, 11.1) 6.7 (-3.3, 14.0) 
$30, 000 to $49, 999  34.7 (21.1, 49.5) 14.0 (12.6, 15.4) 20.7 (7.0, 35.6)* 15.3 (13.9, 16.7) 19.4 (5.7, 34.3)* 
$50, 000 to $79, 999 10.4 (4.1, 17.4) 26.0 (24.4, 27.7) -15.6 (-22.1, -8.4)* 26.1 (24.4, 27.7) -15.7 (-22.2, -8.5)* 
$80, 000 + 13.4 (4.1, 22.4) 47.3 (45.3, 49.4) -33.9 (-43.4, -24.7)* 43.5 (41.6, 45.5) -30.1 (-39.6, -20.9)* 
Personal Income       
Less than $15, 000 50.1 (38.7, 66.0) 31.3 (29.7, 32.8) 18.8 (7.3, 34.8)* 42.6 (41.0, 44.3) 7.5 (-4.0, 23.5) 
$15, 000 to $29, 999 20.6 (10.8, 31.5) 17.1 (15.5, 18.7) 3.5 (-6.4, 14.5) 20.4 (18.9, 21.9) 0.2 (-9.7, 11.2) 
$30, 000 to $49, 999 21.7 (9.3, 29.7) 21.8 (20.2, 23.4) -0.1 (-12.6, 8.1) 19.9 (18.6, 21.3) 1.8 (-10.7, 9.9) 
$50, 000 to $79, 999 3.2 (0.9, 8.0) 18.2 (16.9, 19.6) -15.0 (-17.7, -10.0)* 12.7 (11.5, 13.9) -9.5 (-12.1, -4.6)* 
  
60 
$80, 000 +  4.5 (0.1, 12.7) 11.5 (10.5, 12.4) -7.0 (-11.5, 1.3) 4.3 (3.8, 4.7) 0.2 (-4.2, 8.4) 
Employment status       
Full-time job 37.0 (24.8, 53.2) 54.5 (52.9, 56.0) -17.5 (-29.8, -1.2)* 40.9 (39.4, 42.5) -3.9 (-16.2, 12.4) 
>1 part-time job 13.9 (6.4, 27.8) 10.8 (9.8, 11.8) 3.1 (-4.5, 17.0) 8.1 (7.2, 9.1) 5.8 (-1.8, 19.7) 
One part-time job  34.4 (18.0, 44.9) 6.9 (6.0, 7.8) 27.5 (11.1, 38.0)* 18.2 (16.8, 19.5) 16.2 (-0.3, 26.8) 
Retired 0.4 (0.0, 2.6) 0.0 (---) 0.4 (0.0, 2.6) 0.0 (---) 0.4 (---) 
Student (not working)  5.6 (0.2, 20.6) 10.6 (9.3, 11.8) -5.0 (-10.5, 10.1) 10.6 (9.5, 11.7) -5.0 (-10.5, 10.0) 
Unemployed  6.4 (0.0, 11.5) 12.5 (11.3, 13.7) -6.1 (-12.6, -0.9)* 18.3 (17.0, 19.7) -11.9 (-18.5, -6.6)* 
Unable to work  2.4 (0.0, 3.3) 1.3 (0.9, 1.6) 1.1 (-1.3, 2.1) 1.1 (0.9, 1.3) 1.3 (-1.1, 2.2) 
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Table 8: Demographics comparing trans men and age-standardized (assumed) cisgender men and women living in 
Ontario, aged 16 and older 
 
Variable 
Transgender 
men 
N=227 
Cisgender men 
N=17869 
Standardized 
Prevalence 
difference 
Cisgender 
women 
N=22111 
Standardized 
Prevalence 
difference 
 % (95% CI) %  (95% CI) %  (95% CI) %  (95% CI ) %  (95% CI ) 
Ethno-racial identity1      
White Can/Amer/Euro 79.6 (69.2, 88.7) 69.4 (67.7, 71.1) 10.2 (-0.3, 19.5) 67.5 (65.7, 69.3) 12.1 (1.5, 21.4)* 
Aboriginal 7.4 (2.2, 15.9) 2.4 (2.0, 2.7) 5.0 (-0.2, 13.5) 2.9 (2.4, 3.3) 4.5 (-0.7, 13.0) 
East/South/Southeast Asian 12.3 (4.6, 25.7) 16.7 (15.2, 18.2) -4.4 (-12.2, 9.1) 17.4 (15.8, 19.1) -5.1 (-13.0, 8.4) 
Latin American 7.2 (1.9, 18.0) 2.0 (1.4, 2.6) 5.2 (-0.1, 16.0) 1.9 (1.4, 2.5) 5.3 (0.0, 16.1) 
Black Can/Amer/African 4.6 (0.6, 7.5) 4.4 (3.5, 5.4) 0.2 (-3.9, 3.2) 5.1 (4.0, 6.1) -0.5 (-4.6, 2.6) 
Middle Eastern 7.0 (1.3, 13.1) 2.5 (1.9, 3.1) 4.5 (-1.2, 10.6) 2.3 (1.7, 3.0) 4.7 (-1.0, 10.8) 
Other 5.9 (0.6, 16.2) 2.6 (2.0, 3.2) 3.3 (-2.0, 13.6) 2.8 (2.2, 3.4) 3.1 (-2.2, 13.4) 
Birth region      
Canada 79.6 (73.0, 93.4) 70.7 (69.0, 72.5) 8.9 (2.1, 22.8)* 69.2 (67.6, 70.8) 10.4 (3.6, 24.3)* 
Other North America 5.5 (0.7, 5.7) 1.0 (0.7, 1.2) 4.5 (-0.3, 4.9) 1.0 (0.8, 1.3) 4.5 (-0.3, 4.8) 
Central/South America & 
Caribbean 
5.4 (0.3, 8.3) 3.4 (2.7, 4.1) 2.0 (-3.1, 5.0) 4.4 (3.5, 5.3) 1.0 (-4.2, 4.0) 
Africa 3.4 (0.0, 11.2) 2.0 (1.4, 2.6) 1.4 (-2.1, 9.2) 2.2 (1.6, 2.7) 1.2 (-2.2, 9.0) 
Asia 3.4 (0.3, 7.5) 14.1 (12.7, 15.5) -10.7 (-14.1, -6.4)* 15.6 (14.1, 17.1) -12.2 (-15.6, -7.8)* 
Europe 2.1 (0.1, 5.3) 5.9 (4.9, 6.8) -3.8 (-6.0, 0.0) 5.2 (4.5, 5.9) -3.1 (-5.2, 0.2) 
Oceania 0.5 (0.0, 3.2) 0.1 (0.0, 0.2) 0.4 (-0.1, 3.1) 0.2 (0.0, 0.5) 0.3 (-0.3, 3.0) 
Citizenship status      
Immigrant 22.1 (10.3, 34.5) 25.8 (24.1, 27.5) -3.7 (-15.6, -8.8) 27.8 (26.3, 29.4) -5.7 (-17.6, 6.8) 
Non-immigrant 77.9 (65.5, 89.7) 71.2 (69.4, 72.9) 6.7 (-5.8, 18.6) 69.9 (68.3, 71.4) 8.0 (-4.5, 19.9) 
Temporary, non-status 0.0 (---) 2.9 (2.4, 3.5) -2.9 (-3.5, -2.4) 2.2 (1.8, 2.6) -2.2 (---) 
Length of time in Canada (if immigrated)     
<5 years 2.2 (0.2, 5.5) 28.5 (24.8, 32.8) -26.3 (-31.0, -21.3)* 26.8 (23.2, 30.3) -24.6 (-28.6, -19.7)* 
5+ years 97.8 (93.5, 99.9) 71.5 (67.1, 75.6) 26.3 (20.4, 31.2)* 73.2 (69.6, 76.7) 24.6 (19.1, 28.8)* 
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Marital status 
Single, never married 66.8 (55.4, 80.9) 56.4 (55.0, 57.9) 10.4 (-1.1, 24.6) 51.9 (50.6, 53.2) 14.9 (3.4, 29.1)* 
Separated 3.0 (0.4, 11.1) 1.7 (1.2, 2.2) 1.3 (-1.3, 9.4) 2.2 (1.8, 2.5) 0.8 (-1.8, 8.9) 
Divorced 3.9 (0.4, 6.4) 1.2 (1.0, 1.4) 2.7 (- 0.8, 5.2) 1.9 (1.6, 2.2) 2.0 (-1.5, 4.5) 
Widowed 0.6 (0.0, 3.2) 0.1 (0.0, 0.2) 0.5 (-0.1, 3.1) 0.4 (0.2, 0.5) 0.2 (-0.4, 2.8) 
Living common-law 12.3 (4.0, 18.3) 8.8 (7.8, 9.7) 3.5 (-4.8, 9.6) 8.6 (7.7, 9.5) 3.7 (-4.6, 9.8) 
Married 13.4 (4.9, 22.5) 31.6 (30.2, 33.0) -18.2 (-26.8, -9.0)* 35.0 (33.6, 36.3) -21.6 (-30.2, -12.4)* 
Geographic location      
Eastern Ontario 19.4 (7.8, 40.9) 14.4 (14.0, 14.9) 5.0 (-6.6, 26.5) 14.5 (14.1, 14.9) 4.9 (-6.7, 26.4) 
Central Ontario 7.1 (1.0, 23.5) 39.0 (38.2, 39.7) -31.9 (-38.0, -15.5)* 38.4 (37.7, 39.1) -31.3 (-37.4, -14.9)* 
Metropolitan Toronto 39.8 (25.9, 64.5) 21.5 (20.8, 22.2) 18.3 (4.4, 43.0)* 22.7 (22.0, 23.3) 17.1 (3.2, 41.8)* 
South western Ontario 29.7 (7.3, 32.5) 19.4 (18.8, 19.9) 10.3 (-12.1, 13.2) 19.0 (18.5, 19.5) 10.7 (-11.7, 13.5) 
Northern Ontario 4.0 (0.2, 6.8) 5.7 (5.4, 5.9) -1.7 (-5.5, 1.1) 5.3 (5.1, 5.5) -1.3 (-5.1, 1.5) 
 
1. Check all that apply; percentages may not add up to 100% 
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Table 9: Comparing heath, disability, and community between trans men and age-standardized (assumed) 
cisgender men and women living in Ontario, 16 and older  
Variable 
Transgender men 
N=227 
Cisgender men  
N=17869 
Standardized 
Prevalence 
difference 
Cisgender 
women  
N=22111 
Standardized 
Prevalence 
difference 
 % (95% CI) %  (95% CI)  %  (95% CI)  %  (95% CI) %  (95% CI) 
Healthcare availability in Ontario     
Excellent  16.4 (10.3, 27.8) 16.1 (14.7, 17.4) 0.3 (- 5.9, 11.8) 14.2 (13.0, 15.4) 2.2 (-4.0, 13.7) 
Good 50.4 (40.8, 65.7) 51.7 (49.8, 53.6) -1.3 (-11.1, 14.1) 53.5 (52.0, 55.1) -3.1 (-12.8, 12.3) 
Fair 29.4 (16.9, 36.9) 25.1 (23.4, 26.8) 4.3 (-8.3, 12.0) 23.8 (22.6, 25.1) 5.6 (-7.0, 13.2) 
Poor  3.9 (0.2, 4.5) 7.0 (6.2, 7.9) -3.1 (-6.9, -2.1)* 8.3 (7.5, 9.2) -4.4 (-8.2, -3.4)* 
Healthcare quality in Ontario     
Excellent  15.8 (8.6, 26.7) 19.1 (17.7, 20.5) -3.3 (-10.6, 7.7) 15.9 (14.6, 17.2) -0.1 (-7.4, 10.9) 
Good 47.9 (35.7, 63.1) 56.7 (54.9, 58.6) -8.8 (-21.1, 6.5) 57.6 (56.0, 59.2) -9.7 (-22.0, 5.6) 
Fair 25.3 (14.0, 34.2) 19.9 (18.4, 21.4) 5.4 (-6.0, 14.4) 21.3 (20.1, 22.6) 4.0 (-7.4, 13.0) 
Poor  11.0 (2.9, 19.4) 4.2 (3.5, 4.9) 6.8 (-1.3, 15.2) 5.1 (4.3, 5.9) 5.9 (-2.2, 14.3) 
Community healthcare availability     
Excellent  16.3 (8.5, 25.6) 16.6 (15.2, 17.9) -0.3 (-8.2, 9.1) 15.1 (14.0, 16.2) 1.2 (-6.7, 10.6) 
Good 37.6 (26.3, 53.0) 50.6 (48.8, 52.4) -13.0 (-24.4, 2.5) 48.5 (46.8, 50.2) -10.9 (-22.3, 4.6) 
Fair 27.8 (15.9, 38.0) 23.2 (21.7, 24.7) 4.6 (-7.4, 14.9) 24.5 (23.1, 25.9) 3.3 (-8.7, 13.6) 
Poor  18.3 (8.5, 28.5) 9.5 (8.6, 10.5) 8.8 (-1.1, 19.0) 11.8 (10.8, 12.8) 6.5 (-3.4, 16.7) 
Community healthcare quality    
Excellent 16.9 (9.3, 26.6) 18.0 (16.5, 19.4) -1.1 (-8.8, 8.7) 15.3 (14.2, 16.5) 1.6 (-6.1, 11.4) 
Good 41.7 (33.8, 60.1) 57.4 (55.7, 59.1) -15.7 (-23.8, 2.8) 57.2 (55.6, 58.9) -15.5 (-23.6, 3.0) 
Fair 18.8 (8.3, 26.0) 19.2 (1.7, 20.6) -0.4 (-11.0, 18.5) 21.2 (20.9, 22.6) -2.4 (-13.0, 4.8) 
Poor 22.6 (10.1, 30.0) 5.4 (4.6, 6.2) 17.2 (4.7, 24.6)* 6.1 (5.5, 6.8) 16.5 (4.0, 23.9)* 
Needed healthcare in the past year but did not receive it    
Yes 42.3 (31.0, 53.9) 7.9 (6.7, 9.1) 34.4 (23.0, 46.1)* 13.1 (11.6, 14.6) 29.2 (17.8, 40.9)* 
No 57.7 (46.1, 69.0) 91.8 (90.5, 93.1) -34.1 (-45.8, -22.7)* 86.8 (85.3, 88.2) -29.1 (-40.8, -17.7)* 
Blind, living with low vision, or visual impairment     
Yes 1.6 (0.0, 5.8) 0.6 (0.3, 0.7) 1.0 (-0.6, 5.2) 0.5 (0.3, 0.7) 1.1 (-0.5, 5.3) 
No 98.4 (94.2, 100.0) 99.2 (99.0, 99.4) -0.8 (-5.0, 0.8) 99.2 (98.9, 99.4) 0.8 (-5.0, 0.8) 
Living with a communication disability    
Yes 0.0 (---) 0.4 (0.1, 0.6) -0.4 (---) 0.2 (0.0, 0.3) -0.2 (---) 
No 100 (---) 99.5 (99.2, 99.8) 0.5 (---) 99.7 (98.5, 99.8) 0.3 (---) 
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Living with physical or mobility disability     
Yes 4.4 (1.1, 11.2) 1.0 (0.7, 1.3) 3.4 (0.1, 10.2)* 1.1 (0.8, 1.3) 3.3 (0.0, 10.1) 
No 95.6 (88.8, 98.9) 98.9 (98.6, 99.2) -3.3 (-10.1, 0.0) 98.8 (98.5, 99.1) -3.2 (-10.0, 0.1) 
Deaf, deafened or hard of hearing     
Yes 4.7 (1.9, 11.8) 0.7 (0.5, 0.9) 4.0 (1.2, 11.1)* 0.9 (0.6, 1.1) 3.8 (1.0, 10.9)* 
No 95.3 (88.2, 98.1) 98.8 (98.5, 99.2) -3.5 (-10.6, -0.7)* 98.8 (98.5, 99.1) 3.5 (-10.6, -0.7)* 
Sense of belonging to local community     
Very strong 8.6 (3.6, 18.0) 13.1 (11.7, 14.4) -4.5 (-9.7, 5.0) 13.3 (12.1, 14.4) -4.7 (-9.8, 4.8) 
Somewhat strong 29.8 (20.5, 45.0) 47.0 (45.1, 48.8) -17.2 (-26.7, -1.9)* 50.8 (49.1, 52.3) -21.0 (-30.4, -5.7)* 
Somewhat weak 36.8 (22.2, 45.9) 18.4 (26.8, 30.0) 18.5 (-0.2, 30.8) 24.9 (23.4, 26.3) 11.9 (-2.8, 21.1) 
Very weak  24.8 (13.3, 36.7)  9.7 (8.6, 10.9) 15.1 (3.5, 27.1)* 9.6 (8.5, 10.8) 15.2 (3.6, 27.2)* 
Food insecurity       
Always had enough food 52.5 (39.4, 65.8) 87.9 (86.7, 89.1) -35.4 (-48.6, -22.0)* 85.0(83.7, 86.3) -32.5 (-45.7, -19.1)* 
Had enough; but not always 
kinds wanted 
34.5 (23.6, 46.1) 10.1 (9.1, 11.2) 24.4 (13.4, 36.0)* 13.1 (11.8, 14.4) 21.4 (10.4, 33.1)* 
Sometimes did not have 
enough food  
8.9 (3.4, 16.8) 1.5 (1.0, 2.1) 7.4 (1.9, 15.3)* 1.5 (1.1, 1.9) 7.4 (1.9, 15.3)* 
Often didn’t have enough 
food 
4.2 (0.4, 9.1) 0.4 (0.2, 0.6) 3.8 (0.0, 8.7) 0.4 (0.2, 0.6) 3.8 (0.0, 8.7) 
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As the age distributions of trans men and women differed considerably (see Table 2), the 
same sample of CCHS respondents was age-standardized to the Ontario trans male 
population to provide a better comparison between trans males and (assumed) cisgender 
individuals living in Ontario. Trans men were also compared separately to both cisgender 
men and women to examine differences in social determinants of health contrasting 
current gender identity (man) versus gender assigned at birth (woman). While, 12.1% 
(1.5, 21.4) more trans men identified as Caucasian than cisgender women, there were no 
significant differences in ethno-racial identity between trans men and cisgender men. 
Compared to both male (8.9% (2.1, 22.8) and female (10.6% (3.1, 24.3)) respondents, a 
higher proportion of trans men were born in Canada. In addition, among those who had 
immigrated to Canada, 26.3 % (20.4, 31.2) more trans men than cisgender men and 
24.6% (19.1, 28.8) more trans men than cisgender women had been living in Canada for 
more than 5 years. An equal percentage of trans and cisgender men in Ontario were 
unmarried, but 14.9% (3.4, 29.1) more trans men were unmarried compared to female 
cisgender Ontarians sharing the same age distribution. In comparison to both men and 
women in the general Ontario population, a significantly higher proportion of trans men 
(18.3% (4.4, 43.0) and 17.1% (3.2, 41.8), respectively) currently resided in metropolitan 
Toronto. 
 
In health care, an appreciably larger percentage of trans men indicated that they had not 
received needed health care in the past year, compared to both cisgender men (34.4% 
(23.0, 46.1)) and cisgender women (29.2% (17.2, 40.9).  As well, 17.2% (4.7, 24.6) more 
trans than cisgender men and 16.5% (4.0, 23.9) more trans men than cisgender women 
felt healthcare quality in their community was poor. Conversely, fewer trans men found 
the availability of healthcare in Ontario to be poor, compared to both cisgender men (-
3.1% (-6.9, -2.1)) and women (-4.4% (-8.4, -3.2). Sense of community belonging was 
much weaker in trans men in comparison to cisgender men (15% (3.5, 27.1) and women 
(15.2% (3.6, 27.2) living in Ontario. In addition, a higher proportion (3.4% (0.1, 10.2)) of 
trans men reported living with a physical or mobility disabilities compared to cisgender 
men. When compared to cisgender men 4.0% (1.2, 11.1) more trans men were deaf, 
deafened or hard of hearing, with 3.8% (1.0, 10.9) more having a hearing disability 
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compared to cisgender women. Finally, compared to both genders, 7.4% (1.9, 15.3) more 
trans men said that they sometimes did not have enough food to eat.  
 
In education, compared to both cisgender males (17.4% (10.7, 33.6) and cisgender 
females (16.8% (10.1, 33.0) a greater percentage of trans men had completed only some 
post secondary education, though the proportion of trans men who were currently 
enrolled part-time or full-time in school did not differ from the general Ontario 
population. Moreover, while trans men did not differ from cisgender women in any other 
educational categories, significantly less trans men (-12.5% (-26.4, -4.1)) than cisgender 
men had a college or university degree. Household income was considerably lower in 
trans men; 20.2% (104, 41.2) more trans men made less than $15,000 annually compared 
to cisgender men, and 19.8% (9.7, 40.5) more compared to cisgender women. However, 
this trend did not extend to personal income – only compared to cisgender men did a 
significantly higher proportion (18.8% (7.3, 34.8)) of trans men make less than $15,000 
yearly. Fewer trans men were unemployed compared to both cisgender men (-6.1% (-
12.6, -0.9)) and cisgender women (-11.9% (-18.5, -6.6)) but, were 27.5% (11.1, 38.0) 
more were working only part-time compared to cisgender men in Ontario with the same 
age distribution. 
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4.3 Standardization to the Trans Female Population  
Results standardizing to age distribution of the Ontario trans female population are shown in Tables 10-12 as percentages with 
corresponding 95% confidence intervals; statistically significant differences (P< 0.05) are marked by an asterisk (*). 
Table 10: Comparing education, income, and employment between trans women and age-standardized (assumed) 
cisgender men and women living in Ontario, aged 16 and older  
 
Variable 
Transgender 
women 
N=205 
Cisgender men  
N=17869 
Standardized 
Prevalence 
difference 
Cisgender 
women  
N=22111 
Standardized 
Prevalence 
difference 
 % (95% CI) %  (95% CI)  %  (95% CI)  %  (95% CI)  %  (95% CI)  
Education (highest level)      
High school not completed  12.4 (4.6, 21.3) 14.9 (14.0, 15.8) -2.5 (-10.4, 6.4) 13.1 (12.3, 13.9) -0.7 (-8.5, 8.2) 
High school graduate 13.2 (4.4, 21.7) 18.3 (17.1, 19.4) -5.1 (-14.0, 3.5) 17.2 (16.2, 18.3) -4.0 (-12.9, 4.6) 
Some postsecondary  31.3 (20.2, 45.7) 8.9 (8.0, 9.7) 22.4 (11.3, 36.8)* 9.4 (8.6, 10.2) 21.9 (10.8, 36.3)* 
College/university degree 37.7 (27.0, 53.3) 49.3 (47.8, 50.8) -11.6 (-22.4, 4.3) 52.4 (51.0, 53.8) -14.7 (-25.5, 1.0) 
Graduate or prof degree 5.5 (0.8, 8.1) 8.5 (7.5, 9.4) -3.0 (-7.8, -0.2)* 7.7 (6.9, 8.5) -2.2 (-7.0, 0.5) 
Current student       
Yes, full-time 19.0 (7.4, 32.0) 15.0 (14.0, 15.9) 4.0 (-7.6, 17.0) 16.7 (15.8, 17.7) 2.3 (-9.3, 15.3) 
Yes, Part-time 2.1 (0.2, 5.7) 3.8 (3.2, 4.5) -1.7 (-3.7, 1.9) 4.6 (4.1, 5.2) -2.5 (-4.5, 1.1) 
No 78.9 (65.6, 90.4) 78.1 (76.9, 79.3) 0.8 (-12.6, 12.4) 75.9 (74.8, 77.0) 3.0 (-10.3, 14.6) 
Household income      
Less than $15, 000 31.1 (14.2, 44.4) 3.8 (3.2, 4.4) 27.3 (10.4, 40.6)* 4.9 (4.3, 5.5) 26.2 (9.3, 39.5)* 
$15, 000 to $29, 999 16.5 (8.2, 32.4) 8.3 (7.5, 9.2) 8.2 (-0.1, 24.1) 11.0 (10.1, 11.9) 5.5 (-2.8, 21.4) 
$30, 000 to $49, 999  10.8 (3.3, 21.3) 14.9 (13.7, 16.1) -4.1 (-11.7, 6.5) 15.8 (14.8, 16.9) -5.0 (-12.6, 5.5) 
$50, 000 to $79, 999 14.4 (3.6, 21.7) 26.1 (24.7, 27.5) -11.7 (-22.6, -4.3)* 25.9 (24.5, 27.3) -11.5 (-22.4, -4.1)* 
$80, 000 + 27.2 (14.0, 48.5) 46.7 (45.0, 48.4) -19.5 (-32.8, 1.9) 42.2 (40.7, 43.8) -15.0 (-28.3, 6.4) 
Personal Income       
Less than $15, 000 49.4 (35.4, 67.2) 21.5 (20.4, 22.6) 27.9 (13.9, 45.7)* 35.0 (33.7, 36.3) 14.4 (0.3, 32.2)* 
$15, 000 to $29, 999 18.3 (6.4, 29.3) 16.6 (15.4, 17.9) 1.7 (-10.3, 12.8) 21.6 (20.4, 22.9) -3.3 (-15.3, 7.8) 
$30, 000 to $49, 999 8.5 (3.5, 20.2) 24.3 (22.8, 25.7) -15.8 (-21.0, -4.0)* 22.4 (21.2, 23.6) -13.9 (-16.3, 6.9) 
$50, 000 to $79, 999 13.0 (3.3, 22.1) 22.2 (20.7, 23.7) -9.2 (-19.0, 0.0) 14.9 (13.8, 16.1) -1.9 (-11.7, 7.3) 
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$80, 000 +  11.0 (1.4, 23.5) 15.4 (14.3, 16.5) -4.4 (-14.1, 8.1) 5.8 (5.3, 6.4) 5.2 (-4.4, 17.7) 
Employment status       
Full-time job 45.8 (28.9, 66.8) 57.4 (56.1, 58.7) -11.6 (-28.5, 9.4) 43.0 (41.7, 44.4) 2.8 (-14.2, 23.8) 
>1 part-time job 13.2 (6.6, 29.3) 6.6 (5.8, 7.3) 6.6 (0.0, 22.7) 7.0 (6.3, 7.8) 6.2 (-0.4, 22.3) 
One part-time job  11.7 (2.2, 14.8) 8.1 (7.4, 8.8) 3.6 (-5.9, 6.8) 14.9 (13.9, 15.9) -3.2 (-12.8, 0.1) 
Retired 5.8 (0.0, 20.7) 5.3 (5.1, 5.5) 0.5 (5.3, 15.4) 6.3 (6.2, 6.5) -0.5 (-6.3, 14.4) 
Student (not working)  4.4 (0.0, 2.8) 6.5 (5.8, 7.3) -2.1 (-6.6, -0.4)* 6.8 (6.1, 7.5) -2.4 (-6.9, -0.7)* 
Unemployed  15.4 (2.5, 29.9) 10.4 (9.5, 11.4) 5.0 (-7.9, 19.5) 16.9 (15.8, 18.1) -1.5 (-14.5, 13.0) 
Permanently unable to work  3.6 (0.0, 10.0) 2.0 (1.7, 2.3) 1.6 (-2.0, 8.0) 1.9 (1.6, 2.1) 1.7 (-1.9, 8.1) 
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Table 11: Demographics comparing trans women and age-standardized (assumed) cisgender men and women 
living in Ontario, aged 16 and older 
 
Variable 
Transgender 
women 
N=205 
Cisgender men  
N=17869 
Prevalence 
difference 
Cisgender 
women  
N=22111 
Prevalence 
difference 
 % (95% CI) %  (95% CI) %  (95% CI) %  (95% CI)  %  (95% CI)  
Ethno-racial identity1      
White Can/Amer/Euro  92.6 (88.9, 99.2) 71.4 (69.9, 72.8) 21.2 (17.2, 28.0)* 69.7 (68.2, 71.1) 22.9 (18.9, 29.7)* 
Aboriginal 6.1 (1.0, 7.7) 2.2 (1.9, 2.5) 3.9 (-1.2, 5.5) 2.6 (2.2, 2.9) 3.5 (-1.6, 5.1) 
East/South/Southeast Asian 4.2 (0.9, 10.0) 15.8 (14.5, 17.2) -11.6 (-15.2, -5.7)* 16.7 (15.3, 18.1) -12.5 (-16.1, -6.5)* 
Latin American 0.0 (0.0, 0.0) 1.9 (1.4, 2.4) -1.9 (-2.4, -1.4)* 1.8 (1.3, 2.2) -1.8 (-2.2, -1.3)* 
Black Can/Amer/African 1.0 (0.0, 1.3) 3.9 (3.2, 4.7) -2.9 (-4.2, -2.1)* 4.6 (3.7, 5.5) -3.6 (- 4.9, - 2.7)* 
Middle Eastern  0.6 (0.0, 6.6) 2.4 (1.9, 2.9) -1.8 (-2.6, 4.2) 2.0 (1.5, 2.4) -1.4 (-2.1, 4.6) 
Other 0.6 (0.0, 5.0) 2.1 (1.7, 2.6) -1.5 (-2.3, 2.9) 2.5 (2.0, 3.0) -1.9 (-2.7, 2.5) 
Birth region       
Canada 82.1 (69.4, 90.8) 67.7 (66.2, 69.2) 14.4 (1.6, 23.2)* 65.9 (64.5, 67.3) 16.2 (3.4, 25.0)* 
Other North America 5.4 (0.1, 15.8) 1.1 (0.8, 1.4) 4.3 (-1.0, 14.7) 1.2 (0.9, 1.4) 4.2 (-1.1, 14.6) 
Central/South America & 
Caribbean  
0.4 (0.0, 1.5) 3.7 (3.1, 4.3) -3.3 (-4.0, -2.0)* 4.7 (4.0, 5.5) -4.3 (-5.2, -3.0)* 
Africa  --- 2.1 (1.5, 2.6) --- 7.9 (7.2, 8.6) --- 
Asia 2.7 (0.1, 7.6) 14.1 (12.9, 15.4) -11.4 (-14.3, -6.4)* 2.1 (1.6, 2.6) 0.6 (-2.0, 5.5)* 
Europe 9.5 (2.6, 18.5) 8.3 (7.4, 9.1) 1.2 (-5.7, 10.2) 15.5 (14.1, 16.8) -6.0 (-13.0, 3.1) 
Oceania  --- 0.1 (0.0, 0.2) --- 0.12 (0.0, 0.3) --- 
Citizenship status       
Immigrant 12.0 (4.9, 22.6) 28.7 (27.3, 30.1) -16.7 (-23.9, -6.0)* 30.7 (29.3, 32.1) -18.7 (-25.9, -8.0)* 
Non-immigrant  82.2 (70.0, 90.7) 68.2 (66.7, 69.7) 14.0 (1.7, 22.6)* 66.6 (65.2, 67.9) 15.6 (3.3, 24.2)* 
Temporary, non-status, 
unsure 
5.8 (0.7, 14.8) 3.0 (2.5, 3.4) 2.8 (-2.3, 11.8) 2.6 (2.2, 2.9) 3.2 (-1.9, 12.2) 
Length of time in Canada (if immigrated)    
<5 years 12.1 (4.3, 19.7) 22.6 (19.4, 25.8) -10.8 (-18.9, -2.3)* 22.8 (20.2, 25.4) -10.7 (-18.9, -2.7)* 
5+ years  87.9 (80.3, 95.7) 77.2 (74.0, 80.4) 10.7 (2.5, 19.1)* 77.0 (74.4, 79.6) 10.9 (2.9, 19.1)* 
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Marital status       
Single, never married 62.0 (47.5, 78.6) 40.5 (39.2, 41.7) 21.5 (7.0, 38.2)* 36.7 (35.6, 37.8) 25.3 (10.8, 41.9)* 
Separated 11.1 (3.7, 24.9) 2.2 (1.6, 2.7) 8.9 (1.5, 22.7)* 2.8 (2.4, 3.2) 8.3 (0.9, 22.1)* 
Divorced  8.5 (0.4, 16.4) 2.2 (1.9, 2.5) 6.3 (-1.8, 14.2) 3.4 (3.0, 3.8) 5.1 (-3.0, 13.0) 
Widowed 0.0 (0.0, 0.1) 0.9 (0.7, 1.0) -0.9 (-1.0, -0.7)* 3.0 (2.8, 3.2) -3.0 (-3.2, -2.8) 
Living common-law 3.6 (0.8, 16.3) 9.0 (8.1, 9.9) -5.4 (-8.3, 7.3) 8.1 (7.4, 8.9) -4.5 (-7.4, 8.2) 
Married 14.7 (3.5, 17.5) 45.1 (43.7, 46.4) -30.4 (-41.7, -27.3)* 45.7 (44.4, 46.9) -31.0 (-42.3, -27.9)* 
Geographic location      
Eastern Ontario 11.8 (0.5, 28.4) 14.6 (14.3, 15.0) -2.8 (-14.1, 13.8) 14.8 (14.6, 15.1) -3.0 (-14.3, 13.6) 
Central Ontario  26.4 (13.7, 41.6) 37.9 (37.3, 38.4) -11.4 (-24.2, 3.7) 37.9 (37.4, 38.4) -11.5 (-24.2, 3.7) 
Metropolitan Toronto  24.7 (11.4, 37.6) 21.7 (21.1, 22.3) 3.0 (-10.3, 15.9) 22.5 (22.0, 22.9) 2.2 (-11.1, 15.1) 
South western Ontario 23.3 (7.3, 47.4) 19.7 (19.3, 20.1) 3.6 (-12.4, 27.7) 18.9 (18.6, 19.2) 4.4 (-11.6, 28.5) 
Northern Ontario  13.8 (1.4, 28.4) 6.0 (5.7, 6.2) 7.8 (-4.6, 22.4) 5.7 (5.5, 5.8) 8.1 (-4.3, 22.7) 
Check all that apply; percentages may not add up to 100% 
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Table 12: Weighted, age-standardized frequencies, comparing heath, disability, and community between trans 
females in Ontario and (assumed) cisgender male and females living in Ontario, aged 16 and older  
 
Variable 
Transgender 
women 
N=205 
Cisgender men  
N=17869 
Prevalence 
difference 
Cisgender 
women  
N=22111 
Prevalence 
difference 
 % (95% CI) %  (95% CI)  %  (95% CI)  %  (95% CI) %  (95% CI) 
Healthcare availability in Ontario     
Excellent  14.2 (7.0, 30.8) 15.7 (14.6, 16.8) -1.5 (-8.8, 15.1) 14.0 (13.0, 15.0) 0.2 (-7.1, 16.8) 
Good 42.9 (33.3, 56.9) 50.2 (48.7, 51.7) -7.3 (-17.0, 6.8) 51.3 (50.0, 52.5) -8.4 (-18.1, 5.7) 
Fair 27.0 (12.9, 34.3) 25.5 (24.1, 26.9) 1.5 (-12.7, 8.9) 25.3 (24.2, 26.4) 1.7 (-12.4, 9.1) 
Poor  15.9 (4.5, 26.1) 8.4 (7.6, 9.2) 7.5 (-3.9, 17.7) 9.2 (8.5, 10.0) 6.7 (-4.7, 16.9) 
Healthcare quality in Ontario     
Excellent  12.4 (3.9, 24.3) 19.0 (17.9, 20.1) -6.6 (-15.2, 5.4) 15.5 (14.5, 16.5) -3.1 (-11.7, 8.8) 
Good 51.7 (42.2, 68.5) 56.2 (54.7, 57.7) -4.5 (-14.1, 12.4) 56.8 (55.5, 58.1) -5.1 (-14.7, 11.8) 
Fair 26.1 (13.5, 38.5) 19.8 (18.6, 21.1) 6.3 (-6.4, 18.8) 22.1 (21.0, 23.2) 4.0 (-8.6, 16.4) 
Poor  9.8 (0.7, 15.5) 4.8 (4.1, 5.5) 5.0 (-4.1, 10.7) 5.4 (4.8, 6.0) 4.4 (-4.7, 10.1) 
Community healthcare availability     
Excellent  9.4 (3.2, 23.3) 16.5 (15.4, 17.6) -7.1 (-13.4, 6.8) 14.7 (13.7, 15.6) -5.3 (-11.6, 8.6) 
Good 36.8 (23.7, 47.4) 49.2 (47.7, 50.7) -12.4 (-25.6, -1.7)* 47.9 (46.5, 49.3) -11.1 (-36.5, -0.4)* 
Fair 34.9 (25.2, 53.1) 23.5 (22.2, 24.8) 11.4 (1.6, 29.6)* 24.8 (23.6, 26.1) 10.1 (0.3, 28.3)* 
Poor  18.9 (6.3, 23.3) 10.6 (9.8, 11.4) 8.3 (-4.3, 12.8) 12.4 (11.6, 13.3) 6.5 (-6.1, 11.0) 
Community healthcare quality    
Excellent 8.3 (3.6, 20.5) 18.0 (16.8, 19.2) -9.7 (-14.6, 2.6) 15.3 (14.3, 16.3) -7.0 (-11.8, 5.2) 
Good 54.5 (39.3, 69.7) 56.6 (55.1, 58.1) -2.1 (-17.4, 13.2) 56.7 (55.4, 58.0) -2.2 (-17.5, 13.1) 
Fair 26.1 (13.6, 39.3) 19.1 (17.9, 20.3) 7.0 (-5.6, 20.3) 21.2 (20.1, 22.4) 4.9 (-7.7, 18.1) 
Poor 11.0 (3.1, 15.9) 6.1 (5.3, 6.9) 4.9 (-3.0, 9.9) 6.6 (6.0, 7.2) 4.4 (-3.5, 9.3) 
Needed healthcare in the past year but did not receive it    
Yes 36.4 (28.2, 56.7) 8.3 (7.2, 9.5) 28.1 (19.8, 48.4)* 12.9 (11.6, 14.2) 23.5 (15.2, 43.8)* 
No 63.6 (43.3, 71.8) 91.3 (90.1, 92.5) -27.7 (-48.0, -19.4)* 86.8 (85.5, 88.1) -23.2 (-43.5, -14.9)* 
Blind, living with low vision, or visual impairment     
Yes 1.6 (0.0, 4.5) 0.7 (0.5, 0.8) 0.9 (-0.7, 3.8) 0.8 (0.6, 1.0) 0.8 (-0.8, 3.7) 
No 98.4 (95.5, 100.0) 98.9 (98.7, 99.1) -0.5 (-3.4, 1.1) 98.7 (98.4, 98.9) -0.3 (-3.2, 1.3) 
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Living with a communication disability 
Yes 0.0 (---) 0.3 (0.1, 0.5) -0.3 (---) 0.2 (0.1, 0.3) -0.2 (---) 
No 100.0 (---) 99.5 (97.4, 99.9) 0.5 (---) 99.5 (99.4, 99.7) 0.5 (---) 
Living with physical or mobility disability     
Yes 10.0 (2.2, 19.7) 2.1 (1.8, 2.4) 7.9 (0.1, 17.6)* 2.7 (2.5, 3.0) 7.3 (-0.5, 17.0) 
No 90.0 (80.3, 97.8) 97.7 (97.4, 97.9) -7.7 (-17.4,0.1) 97.0 (96.7, 97.2) -7.0 (-16.7, 0.8) 
Deaf, deafened or hard of hearing     
Yes 6.6 (1.2, 12.4) 1.9 (1.7, 2.2) 4.7 (-0.7, 10.5) 1.7 (1.5, 1.9) 4.9 (-0.5, 10.7) 
No 93.4 (87.6, 98.8) 97.4 (97.1, 97.7) -4.0 (-9.8, 1.4) 97.7 (97.5, 98.0) -4.3 (-10.1, 1.1) 
Sense of belonging to local community     
Very strong 9.6 (1.3, 22.7) 14.5 (13.4, 15.6) -4.9 (-13.3, 8.2) 14.7 (13.7, 15.7) -5.1 (-13.5, 8.0) 
Somewhat strong 17.4 (9.9, 25.8) 46.4 (44.8, 48.0) -29.0 (-36.7, -20.4)* 49.8 (48.4, 51.2) -32.4 (-40.0, -23.9)* 
Somewhat weak 36.7 (24.5, 52.0) 27.6 (26.2, 29.1) 9.1 (-3.2, 24.5) 23.9 (22.7, 25.1) 12.8 (0.5, 28.1) 
Very weak  36.3 (21.2, 47.8) 9.3 (8.4, 10.3) 27.0 (11.9, 38.5)* 9.6 (8.6, 10.5) 26.7 (11.6, 38.2)* 
Food insecurity       
Always had enough food 52.4 (33.5, 64.6) 89.0 (88.0, 89.9) -36.6 (-55.5, -24.4)* 86.3 (85.2, 87.4) -33.9 (-52.8, -21.7)* 
Had enough; but not always 
kinds wanted 
24.0 (16.8, 41.8) 9.2 (8.4, 10.1) 14.8 (7.5, 32.6)* 11.7 (10.7, 12.7) 12.3 (5.0, 30.1)* 
Sometimes did not have 
enough food 
21.2 (8.5, 34.5) 1.2 (0.9, 1.6) 20.0 (7.3, 33.3)* 1.4 (1.0, 1.8) 19.8 (7.1, 33.1)* 
Often not enough food  2.4 (0.1, 4.8) 0.4 (0.2, 0.6) 2.0 (-0.3, 4.4) 0.4 (0.2, 0.6) 2.0 (-0.3, 4.4) 
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Congruent with the previous analyses, the Ontario population was age-standardized to 
match the age distribution of transgender women living in Ontario, providing a more 
accurate comparison between trans women and their cisgender male and female 
counterparts. Trans women were also compared separately to both cisgender women and 
men to examine differences in social determinants of health contrasting current gender 
identity (women) versus gender assigned at birth (men). Demographically, a greater 
percentage of trans women identified as white compared to both cisgender men (21.2% 
(17.2, 28.0)) and women (22.9% (18.9, 29.7)), with a significantly higher proportion of 
trans women having been born in Canada compared to both women (14.4% (1.6, 23.2)) 
and men (16.2% (3.4, 25.0)) in the general Ontario population. Likewise, 14.0% (1.7, 
22.6) more trans women than cisgender men and 15.6% (3.3, 24.2) more trans women 
than cisgender women said they were Canadian citizens since birth; of those that had 
immigrated, 10.7% (2.5, 19.1) more trans women than cisgender men and 10.9% (2.9, 
19.1) more trans than cisgender women had been living in Canada for 5 years or more. 
There were no differences between the general Ontario population and trans women 
living in Ontario in geographic location and aboriginal identity.  
 
When assessing health care quality and availability, in comparison with both cisgender 
men (11.4% (1.6, 29.6)) and women (10.1% (0.3, 28.3)) a greater proportion of trans 
women felt health care availability in their community was only fair, but did not differ 
from the general population in their perception of global health care quality, or overall 
health care availability in Ontario. Nevertheless, a much higher percentage of trans 
women reported having not received needed health care in the past year, with prevalence 
differences as high as 28.1% (19.8, 48.4) more compared to cisgender men and 23.5% 
(15.2, 43.8) more compared to cisgender women. More trans women also reported having 
only a very weak sense of community belonging compared to both cisgender men (27.0% 
(11.9, 38.5)) and women (26.7% (11.6, 38.2) living in Ontario. In addition, the proportion 
of individuals living with a physical or mobility disability was elevated by 7.9% (0.1, 
17.6) in trans women compared to cisgender men.  Finally, 20% (7.3, 33.3) more trans 
women than men reported that they sometimes did not have enough food to eat; a 
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similarly higher percentage (19.8% (7.1, 33.1)) fell in this category comparing trans and 
cisgender women.  
 
As seen in trans men, a higher proportion of trans women indicated they had completed 
only some postsecondary education in comparison with both cisgender men (22.4% (11.3, 
36.8)) and women (21.9% (10.8, 36.3)), despite there being no difference in the 
proportion of trans women who were currently full-time or part-time students. 3.0% (0.2, 
7.8) fewer trans women than cisgender men had a graduate or professional degree. While 
fewer trans women indicated that they were not working because they were current 
students – 2.1% (0.4, 6.6) less compared to men and 2.4% (0.5, 6.6) less compared to 
women – there were no other significant differences in any other employment categories. 
However, 27.3% (10.4, 40.6) more trans women had an annual household income of less 
than $15,000 compared to cisgender men and 26.2% (9.3, 39.5) compared to cisgender 
women. In terms of personal income, the proportion of trans women in the lowest income 
category (less than $15,000 yearly) was also much higher, though this finding was more 
pronounced when comparing trans women with cisgender men (27.9% (13.9, 45.7)) then 
women (14.4% (0.3, 23.3)). 
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Chapter 5 
 
5 Discussion and Implications  
This chapter discusses the key outcomes of our study, offers interpretations for these 
findings, and examines their implications for future policy makers and researchers. 
5.1 Summary of Main Findings  
Trans people are at a considerable disadvantage when it comes to social determinants of 
health in Ontario: even after age standardization, they have significantly lower household 
and personal incomes, struggle to find and maintain full-time employment, face hurdles 
in completing post-secondary education, and experience elevated rates of food insecurity 
and social exclusion compared to the general Ontario population. Moreover, compared to 
cisgender people of the same age, 20-35% more trans people needed healthcare in the last 
year but had not received it, even though perceptions of healthcare quality and 
availability among trans individuals were similar. Thus, past experiences of 
discrimination and harassment in healthcare could be discouraging trans people from 
accessing these services (Bauer & Scheim, 2015).  These results are unexpected, as trans 
individuals are also more likely to be white, and either Canadian born or long-term 
residents – social determinants associated with better health outcomes in Canada 
(Galabuzi, 2005; Mikkonen & Raphael, 2009).  
5.1.1 Comparisons of Overall Trans Population to Age-Standardized 
General Ontario Population 
A strong body of evidence indicates that trans youth are more likely to experience 
discrimination, bullying, and violence in elementary and high school (Reed et al., 2009; 
Wilson et al., 2015; Veale et al., 2015; Taylor et al., 2015); one U.S. study reported 15% 
of trans students were forced to leave elementary or high school because of harassment 
from teachers, staff and other students (Grant et al., 2011). Despite this, our results 
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showed trans people in Ontario are just as likely to graduate high school as their 
cisgender counterparts – though it is important to note that the majority of our 
respondents were not out as trans during high school. However, we did find that a 
significantly higher proportion of trans individuals (28.2% compared to 10.5% among 
age-standardized Ontarians) had completed only some post-secondary education, and 
overall less trans individuals (SPD = 13%) had college or university degrees. This 
finding, coupled with no differences in the percentage of trans people who were currently 
part-time or full-time students, suggests that there are disruptive factors affecting the 
post-secondary education of trans people. This is not entirely unexpected, given that post-
secondary studies coincide with the time period when trans individuals are most likely to 
come out (as trans). Several potential causes for educational disruption among trans 
people exist in Ontario: health care providers often will not perform or give referrals for 
transition-related surgeries before the age of 18, thus surgical transition may take place 
during the early twenties, a time when many young adults are pursuing post-secondary 
studies. Unfortunately, juggling both school and transitional needs is difficult, since many 
gender-affirming surgeries have long recovery times and also require pre and post-
surgical appointments. Furthermore, the transition process can be financially disruptive; 
individuals may pay out-of-pocket for services not covered by OHIP, or to expedite their 
transition. In addition, trans students may not able to change academic documentation to 
the correct gender; student card/ID does not match gender presentation. This can create 
serious issues in situations where a valid student ID is necessary, such as writing exams 
or accessing student services. Finally, lack of acceptance from family, friends, teachers, 
and peers may discourage trans individuals from ultimately completing their education 
That this trend did not extend to graduate or professional degrees suggests that trans 
people who overcome or do not experience post-secondary education disruption are just 
as likely to achieve an advanced level of education. Overall, these findings were 
consistent with previous research – trans individuals are generally as well educated as the 
general population (Grant et al., 2011; Reback et al., 2001; Kenagy and Bostwick, 2005; 
Veale et al., 2015).  
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Whereas previous studies conducted in the U.S. and Australia suggested trans people are 
more likely to be unemployed (Conron et al., 2012; Pitts et al., 2006), our results found a 
significantly larger percentage (24.1% among trans people vs. 7.0% among Ontarians) are 
instead working part time. Evidently, it is substantially more difficult to find and maintain 
full-time employment in Ontario as a trans person. And, while 5.6% more trans people 
indicated that they were living with a physical or mobility disability, conceivably 
impeding the ability of some individuals’ to work full-time hours, this factor alone could 
not account for such a substantial prevalence difference. The high proportion of 
individuals employed part-time in this population likely contributes to the 
disproportionately low incomes seen among trans people; in Ontario, 15.7% more trans 
individuals had personal incomes of less than $15,000 annually. Income inequality was 
even more pronounced between households, with significantly more trans participants 
reporting annual incomes in the three lowest income categories. A partial explanation for 
this finding lies in the demographic makeup of the trans population: a lower proportion of 
trans individuals are married (14.4% among trans people vs. 44.5% among Ontarians), 
and higher proportion divorced (7.3% among trans people vs. 1.2% among Ontarians). As 
a consequence, many more trans individuals are living in single-income households 
compared to the general Ontario population. Thus, it comes as no surprise that 12.2% 
more trans individuals reported sometimes not having enough food to eat, with 
considerably more trans individuals (2.5% among trans people vs. 0.4% among 
Ontarians) often not having enough food to eat.  
 
Consistent with existing literature on health and health services in trans communities 
(Grant et al., 2011; Sperber et al, 2008; Reback et al., 2001), substantially more trans 
individuals reported having needed healthcare in the past year and not received it (43.9% 
among trans people vs. 10.7% among Ontarians). Interestingly, while a greater proportion 
of trans individuals rated the quality of health care in Ontario (SPD = 7.1%) and their 
own community (SPD = 11.3%) as poor, and found healthcare availability in their 
community to be fair (SPD = 7.5%) or poor (SPD = 7.4%), there was no difference 
between trans people and the general population in the perception of health care 
availability in Ontario. Hence, it appears that despite recognizing the availability of health 
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care in their province, (though not always in their community), trans individuals are 
choosing not to access health services. One possible explanation is that high rates of 
harassment and discriminatory practices experienced by trans individuals in Ontario 
(Scheim & Bauer, 2014; Bauer et al., 2015) discourages trans people from attempting or 
re-attempting to access health care. Such experiences have obvious repercussions: 20.8% 
more trans individuals reported very weak feelings of belonging to the local community. 
However, whether these experiences reinforce pre-existing feelings of social exclusion 
among trans individuals, or generate them, is still uncertain.  
5.1.2 Comparisons of Trans Male Population to Age-Standardized 
General Ontario Population 
As in our initial analysis, a higher percentage of trans men (compared to cisgender 
individuals of the same age distribution) had completed only some post-secondary 
education. However, only in comparison with cisgender men did significantly fewer trans 
men have a college/university degree (32.5% of trans men compared to 45.0% among cis 
men), despite a lower percentage of trans men having not finished high school (13.3% 
among trans men vs. 17.4% among cis men). This trend also extended to personal 
income, where more trans than cisgender men (but not women) reported making less than 
$15,000 annually (SPD = 18.8%), and employment, where a considerably higher 
proportion of trans men were working part-time (SPD = 27.5%) as opposed to full-time 
(SPD = -17.5%). Hence, our results indicate differences are greater between trans and 
cisgender men than between trans men and cisgender women. One interpretation of these 
findings is that the gendered societal roles and expectations experienced in childhood and 
adolescent can have long-lasting impacts, even after transition; research in Canada has 
consistently shown cisgender women have lower average incomes, and are less likely to 
be working full-time (Mikkonen & Raphael, 2009; Evans, 2013). Interestingly, fewer 
trans men reported being unemployed, particularly in comparison with cisgender women 
(SPD = -11.9%) – though this may be part due to a higher proportion of cisgender women 
who choose to be homemakers. That household incomes were also depressed among trans 
men (compared to Ontarians of both genders) was unsurprising, given our previous 
results standardizing to the overall trans population (Table 4) and that a significantly 
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lower percentage of trans men were married (13.4% of trans men, compared to 31.6% of 
cis men and 35.0% of cis women in Ontario). This finding, combined with an appreciably 
higher percentage of trans men living in metropolitan Toronto rather than in the 
surrounding central Ontario region – an area with particularly high costs-of-living – has 
undoubtedly led to elevated rates of food insecurity in this population. Still, these results 
seem extreme considering that demographically, trans men resemble the general 
population: in ethno-racial identity, trans men only differed in one category (White 
Canadian/American /European), and although a higher proportion of trans men were born 
in Canada or long-term residents, they did not differ in aboriginal identity or citizenship 
status; thus, inequalities in social determinants among trans men appear to be largely due 
to trans identity alone. Moreover, these results do not support the assertion that by 
transitioning to male, trans men obtain the same socio-economic advantages conferred in 
cisgender men.  
 
In healthcare, results were similar to findings from standardizing to the overall 
transgender age distribution: despite no differences in perceptions of healthcare quality in 
Ontario, and community healthcare availability, a higher proportion of trans men reported 
unmet health care needs compared to both cisgender men (SPD = 34.4%) and women 
(SPD = 29.2%). This is especially concerning, given that 3.4% more trans than cisgender 
men suffer from physical or mobility disabilities. Additionally, a greater number of trans 
men reported they were deaf, deafened, or hard of hearing compared to both cisgender 
men (SPD = 4.0%) and women (= 3.8%).  
5.1.3 Comparisons of Trans Female Population to Age-Standardized 
General Ontario Population  
As seen in trans men and in the overall trans population, although a higher percentage of 
trans women completed only some post-secondary education (31.3% of trans women vs. 
8.9% of cisgender men and 9.4% of cisgender women) compared to Ontarians of both 
genders, an equal proportion were part-time or full-time students; the finding that 3.0% 
fewer trans women then cisgender men had completed a graduate or professionally 
degree was not extraordinary, as even among cisgender individuals in Ontario, fewer 
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women achieve professional or graduate degrees (Appendix, Table A.1). However, fewer 
trans women were unemployed because they were currently students (4.4% among trans 
women compared to 6.5% among cisgender men and 6.8% among cisgender women), and 
trans women did not differ in any other employment categories. This was contrary to 
previous research, which had suggested that trans women (Kenagy 2005), and women in 
general (Mikkonen & Raphael 2009; Evans 2013), are more likely to be unemployed. 
Thus, notwithstanding minimal differences in education and employment, a substantially 
higher percentage of trans women reported annual personal and household incomes of 
less than $15,000, with an excess prevalence of 27.9% compared to cisgender men and of 
14.4% compared to cisgender women. Likewise, among households, considerably more 
trans women reported incomes of less than $15,000 annually (SPDs = 27.3% compared to 
cisgender men and 26.2% compared to cisgender women). While low household incomes 
among trans women can be partially explained by the larger proportion of trans women 
who are single or unmarried (62.0% of trans women vs. 40.5% of cisgender men and 
36.7% of cisgender women), the same trend in personal income clearly indicates trans 
women are being underpaid in Ontario. Predictably, unreasonably low incomes leave 
trans women struggling to procure their basic nutritional needs; compared to both 
cisgender men (SPD = 20.0%) and women (SPD = 19.8%), more trans women faced 
moderate food insecurity (sometimes not having enough food to eat). Demographically, a 
greater percentage of trans women were white, born in Canada (non-immigrants) or long-
term residents; findings that provide further evidence for excessively low salaries among 
trans women (Mikkonen & Raphael, 2010).  
Despite differing from the general population only in their perception of community 
health care availability, accessing health services was still a serious issue for trans 
women; compared to both cisgender men and women in Ontario, 28.1% and 23.5% more 
trans women, respectively, reported having had unmet health care needs in the past year. 
Similar to trans men, a higher proportion of trans women (SPD = 7.9%) than cisgender 
men also had physical or mobility disabilities, likely heightening their vulnerability to 
having unmet healthcare needs. 
  
81 
5.1.4 Similarities and Differences Between Trans Men and Women  
Weighted prevalences for trans men and women (Tables 7 and 10) showed these two 
groups were similar in educational achievement, though a larger proportion of trans men 
were currently part-time or full-time students compared to trans women (34.6% vs. 
21.1%). It is likely that this finding is at least partially due to the greater number of older 
(aged 55+) trans women living in Ontario (Table 2), and thus, a greater percentage of 
trans women had already completed bachelors or graduate degrees (43.2% of trans 
women compared to 39.7% of trans men). Interestingly, compared to trans women, a 
higher percentage of trans men were working part-time (34.4% among trans men vs. 
11.7% among trans women), as opposed to full-time (45.8% among trans women vs. 
37.0% of trans men). Differences in employment status may partly account for why a 
greater proportion of trans women earned $50,000 and above annually – a trend that 
extended to both personal (24.0% among trans women vs. 7.7% among trans men) and 
household income (41.6% among trans women vs. 23.4% among trans men). However, 
aside from more trans men working part-time, dissimilarities in education, income, and 
employment mentioned above were not statistically significant (95% CIs overlapped). 
This is consistent with previous studies, which found no differences in income and 
education between trans men and women (Kenagy, 2005; Kenagy & Bostwick, 2005).  
 
Prior research on social determinants of health in Canada has revealed that women are 
more likely to be employed in lower-paying occupations than men (Mikkonen & Raphael, 
2009). Yet, our study found that greater income inequality exists between trans men and 
(assumed) cisgender Ontarians than between trans women and the age-standardized 
general Ontario population. Therefore, for trans men it is possible that past (and present, 
for those who have not transitioned) experiences of living as a woman have a greater 
influence on income and employment than current gender identity. Furthermore, it 
suggests that transitioning to male does automatically not confer the same socio-
economic advantages seen in cisgender men. A second, equally strong explanation for 
this finding is that studies have shown transphobia and discrimination are more 
pronounced in the workplace for trans men (Clements, 1999). Thus, finding and 
maintaining full-time employment is more challenging for this group – an explanation 
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supported by the significantly higher percentage of trans men than trans women 
employed part-time.    
 
Despite a greater proportion of trans women having incomes of $50,000 or more annually 
compared to trans men, more trans women indicated that they sometimes or often did not 
have enough food to eat (23.4% of trans women vs. 13.1% of trans men). In addition, a 
higher percentage of trans women said they felt only a very weak sense of community 
belonging (36.3% among trans men compared to 24.8% among trans men), though again, 
these differences were not significant statistically. One explanation for these findings may 
be the greater proportion of trans women who were recent immigrants (<5 years) (12.1% 
of trans women compared to 2.2% of trans men) – a social determinant previously linked 
to elevated rates of food insecurity and social exclusion within immigrant populations in 
Ontario (Soo, 2012; Mikkonen & Raphael, 2009). Another possible factor is differences 
in the geographic distribution of trans men and women in Ontario, as social determinants 
of health are generally not evenly distributed across geographic regions; almost 10% 
more trans women reported living in Northern Ontario (13.8% among trans women vs. 
4.0% among trans men) where food insecurity is more prevalent than in other parts of 
Ontario (Tarasuk & Vogt, 2009).  
Differences in geographic distribution may also influence perceptions of health care 
among trans Ontarians: while an approximately equal proportion of trans men and women 
(18.3% vs. 18.9%) rated healthcare availability in their community to be poor, twice as 
many trans men felt that the quality of the healthcare in their community was also poor 
(22.6% among trans men compared to 11% among trans women). This trend was reversed 
for perceived healthcare availability and quality in Ontario, with substantially more trans 
women than men rating healthcare availability in their province as poor (15.9% of trans 
women vs. 3.9% of trans men), and roughly equal numbers feeling health care quality 
was poor (11.0% among trans women vs. 9.8% among trans men). Nonetheless, the 
percentage of trans men and women reporting having had unmet health care needs in the 
past year were roughly equivalent (42.3% of trans men vs. 36.4% of trans women), and 
overall, there were no statistically significant differences between trans men and women 
in health ad perceptions of health care. These results are congruent with a previous Trans 
  
83 
PULSE analysis on risk factors for not having a regular family practitioner, which found 
no differences in the bivariate association between gender identity (quantified as male-to-
female or female-to male) and not having a family practitioner (Zong, 2012).  
5.2  Strengths and Limitations  
This study is the first of its kind in Canada in that it provides valid, standardized, 
comparisons between transgender and cisgender residents of Ontario, using two 
population-based samples. Prior studies have relied heavily on the use of convenience 
samples, the results of which are not representative of the broader trans population. 
Furthermore, researchers have used either too narrow a definition of transgender (i.e 
cross-dresser, or transsexual) or lumped the concerns of trans people with those of sexual 
minorities like lesbian, gay and bisexual persons. Our study is also unique in that it is 
based on a social determinant of health framework, as opposed to the numerous clinical 
and sexual health studies that currently make up the majority of literature on trans people.  
 
This study has several potential limitations. First, age standardization was carried out 
using point estimates for the Ontario trans population age distribution (Table 2). As these 
are not standard population age categories, each estimate had a corresponding level of 
uncertainty reflected in the 95% CI. Our method of age-standardization did not consider 
these confidence intervals; as a result, some residual variance is unaccounted for. Second, 
as opposed to CCHS methodology, RDS methodology does not allow for response rate 
calculations, though research has suggested RDS typically has high response rates (Lu et 
al., 2012). In addition, it does not provide any meaningful information about item 
nonresponse – since the survey mode did not require an interviewer; it is unknown why 
respondents elected to leave specific questions or sections incomplete or blank. Thirdly, 
observational data may be subject to informational bias, because 1) data are subjectively 
self-reported rather than objectively observed and 2) subject duplication and subject 
impersonation (Heckathorn, 1997) can occur. Subject duplication arises when a 
respondent attempts to participate in a study multiple times using several identities. 
Subject impersonation occurs when the respondent impersonates another subject, possibly 
with the hopes of collecting additional participation incentives. While the former concern 
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was resolved in RDS and through the use of a ‘coupon’ unique to the recruit that could 
not be used more than once, and via CCHS’s phone or in-person interview survey 
method, the latter issue could not be entirely avoided – even by tracking IP addresses to 
flag sequential surveys. Fourth, since the Trans PULSE survey did not ask respondents 
outright if they had immigrated, respondents who said that they were currently Canadian 
citizens, but were born outside of Canada, were coded as immigrants. This naturally 
results in a miscode for individuals who were born outside of Canada, but have been 
Canadian since birth (i.e. having one or more parent who is a Canadian citizen). 
However, we felt that the number of individuals who fell in this category were minor, and 
would not significantly bias the results given the wide confidence intervals provided by 
Trans PULSE data. Fifth, the CCHS is biased towards sampling individuals who live in 
conventional dwellings: it does not include individuals living on Indian Reserves and 
Crown Lands, full-time members of the Canadian Armed Forces, those living within 
institutions, individuals living in some remote areas, and any persons who are unstably 
housed or homeless. Thus, as a social determinant, housing could not be explored in this 
thesis. Additionally, early life could not be measured as a social determinant for several 
reasons: there is some debate as to what ‘early life’ actually constitutes; Trans PULSE 
does not include early life measures; CCHS early life and childhood modules are not part 
of the permanent CCHS core content and where not a point of focus for the 2009/2010 
collection period. Sixth, only 48% (95% CI = 40.1, 56.5) (Appendix, Table A.4) of trans 
individuals in Ontario were living full-time in their felt gender, corresponding to 55.0% 
(95% CI = 39.6, 68.6) of trans men and of 49.4% trans women (95% CI = 37.7, 68.1). For 
this reason, this study likely underestimated the severity of inequalities in social 
determinants for trans people living full-time in their true gender. Seventh, and finally, 
this thesis is limited to between-study comparisons, rather than within-study comparisons; 
hence, the inclusion of CCHS respondents on the trans spectrum likely underestimates 
risk differences, albeit to a small degree.  
5.3 Implications for Policy-Makers and Future Researchers 
Mikkonen and Raphael argue that of all the social determinants of health, income 
inequality has the most severe and far-reaching effects. Income influences not only global 
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living conditions and mental health, but also health-related behaviors like diet, exercise, 
drug and alcohol use. Furthermore, income governs the quality of other social 
determinants of health such as, food security, housing, and healthcare. Thus, it is 
especially concerning that our study demonstrates trans individuals have unreasonably 
low incomes relative to individuals of similar age, gender, education, and geographic 
region. Income inequality does not in occur in isolation; the underlying cause of such 
disparity lies in that more trans individuals are employed in lower paying jobs or are 
forced into part-time employment. Unfortunately, this finding is unsurprising as an 
overwhelming amount of research on trans individuals and employment has found 
“harassment and other forms of discrimination in the workplace, from recruitment to 
promotion, is endemic when it comes to transsexual people.” (Whittle, 2000). In the UK, 
a large-scale survey of 208 trans individuals revealed that despite anti-discrimination 
legislation introduced in the 90s, many employers failed to have official anti-
discrimination or anti-harassment policies (Whittle, 2000). Recruitment, retention, 
promotion, and pay were all areas where discrimination was reported. Research in the 
U.S. has echoed these findings: quantitative and qualitative studies alike have shown a 
high percentage of trans individuals have either lost their job or were demoted due to their 
gender transition or trans status (Clements et al., 1999; Lombardi & Wilchins, 2001; 
Xavier, 2000; Reback et al., 2001; Grant et al., 2011).  Likewise, in Canada, 
discriminatory employment practices against trans individuals is still a significant issue; 
13% of Trans PULSE survey respondents reported being fired, and 18% being denied a 
job due to being trans. Moreover, 17% said they had turned down a job that had been 
offered due to an unsafe or trans-negative work atmosphere (Bauer et al., 2011). Thus, 
creating trans-friendly workplaces and trans-inclusive policies in Ontario could 
substantially alleviate income inequality and related social determinants of health for this 
population. Thankfully, since data collection in 2009/2010, important steps have been 
taken in Ontario to implement these changes; in 2012, the Human Rights Tribunal of 
Ontario ruled that SRS was no longer a requirement for changing one’s gender on 
government documents (XY v. Ontario, 2012), and in 2014, the Ontario Human Rights 
Commission added gender identity and expression as prohibited grounds of 
discrimination (OHRC, 2014). Policy documents outlining this addendum to the Ontario 
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Human Rights Code clearly state that trans people in Ontario 1) should be recognized by 
their lived gender – regardless of their current documentation and surgical status, 2) have 
access to washrooms, change rooms, and other amenities according to their expressed 
gender, 3) be accommodated in dress code policies, and 4) be treated with equal rights, 
dignity, and respect (OHRC, 2104). Finally, in 2015, parliament introduced Bill C-16, 
which if passed into legislation, would amend the Canadian Human Rights Act and the 
Criminal Code to include gender identity and gender expression (House of Commons of 
Canada, 2016). This bill would help to protect the rights of trans people working in 
federally regulated businesses such as airlines, transportation corporations, telephone 
companies, radio and television broadcasting, banks, and other large firms that are not 
currently under the jurisdiction of (or protected by) the Ontario Human Rights Code 
(Government of Canada, 2016). As criminal law is a federal responsibility in Canada 
(Morton, 2002), Bill C-16 would also make hate propaganda against trans people illegal, 
and require judges to consider whether an offense against a trans individual would also be 
considered a hate crime.  
Undoubtedly these policy changes have been crucial in advancing the rights and 
protection of trans individuals in Ontario. Yet, more can still be done to make the 
everyday lives of trans people in the workplace better; we offer several further 
recommendations for corporations and businesses, which are not explicitly outlined by 
the Ontario Human Rights Code:  
 
(a) Incorporating trans awareness and sensitivity training sessions for employers, 
employees, and Human Resources personnel. 
(b) Clarifying with transgender employees their preferred name or pronoun, and 
ensuring its usage in the workplace. 
(c) Providing additional support to trans employees before, after, and during the 
transition process by implementing a set of guidelines for transitioning employees, 
including topics such as: procedures for updating employee information, medical 
leave and personal leave entitlements, and medical benefits coverage, 
(d) Instituting employment non-discrimination and workplace harassment and 
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bullying policies that expressly protect gender expression and gender identity, 
clearly outlining the definitions of these terms, 
 
In conclusion, while our study lays the groundwork for quantitative research in social 
determinants among gender minority populations in Ontario, there is a need for further 
research in this area using more current data, to see how changes in legislation and 
increased awareness of trans people have influenced social determinants over the past six 
years, and to extend this study to encompass the rest of Canada.  
 
 
 
 
 
 
 
 
 
 
 
 
  
88 
References 
 
Ahmad, O.B., Boschi-Pinto, C., Lopez A.D., Murray, C.J.L., Lozano, R., & Inoue, M. 
(2001). Age standardization of rates: a new WHO standard. World Health Organization, 
Discussion Paper Series No. 31.  
 
Anema, A., Wood, E., Weiser, S.D., Qi, J., Montaner J.S.G., & Kerr, T. (2010). Hunger   
and associated harms among injection drug users in an urban Canadian setting. Substance 
Abuse Treatment Prevention Policy. 135(4), 820-825.  
 
American Psychiatric Association (2000). Diagnostic and statistical manual of mental 
disorders. Washington, D.C: DSM-IV-TR.  
 
Bakker, A., van Kesteren, P.J., Gooren, L.I., & Bezemer, P.D. (1993). The prevalence of 
transexualism in the Netherlands. Acta Psychiatrica Scandinavica, 87(4), 237-238. 
 
Barry, K.M. (2013). Disabilityqueer: Federal disability protection for Transgender 
people. Yale Human Rights and Development Journal, 16(1), 1-50.  
 
Baral, S. D., Poteat, T., Strömdahl, S., Wirtz, A. L., Guadamuz, T. E., & Beyrer, C. 
(2013). Worldwide burden of HIV in transgender women: a systematic review and meta-
analysis. The Lancet infectious diseases, 13(3), 214-222. 
 
Bauer, G., Boyce, M. J., & Hammond, R. (2007). Trans PULSE: Report on Phase I & 
Plans for Phases II and III. Trans PULSE Project. 
 
Bauer, G.R., Hammond, R., Travers, R., Kaay, M., Hohenadel, K.M., & Boyce, M. 
(2009). “I don’t thin this is theoretical; this is our lives”: How erasure impacts health care 
for transgender people. Journal of the Association of Nurses in AIDS Care, 20(5), 348-
361.  
 
  
89 
Bauer, G.R., Boyce, M., Coleman T., Kaay M., Scanlon K., & Travers, R. (2010). Who 
are trans people in Ontario?. Trans PULSE Project E-Bulletin, 1(1). Retrieved from 
http://trasnpulseproject.ca/research/who-are-tran-people-in-ontario/ 
 
Bauer, G.R., Nussbaum, N., Travers, R., Munro, L., Pyne, J., & Redman, N. (2011). 
We’ve got work to do: workplace discrimination and employment challenges for trans 
people in Ontario. Trans PULSE Project E-Bulletin, 2(1). Retrieved from 
http://transpulseproject.ca/research/workplace-discrimination-and-employment-
challenges-for-trans-people-in-ontario/ 
 
Bauer, G.R., Travers, R., Scanlon, K., & Coleman, T.A. (2012). High heterogeneity of 
HIV-related sexual risk among transgender people in Ontario, Canada: a province-wide 
respondent-driven sampling survey. BMC Public Health, 12(292), 1-12.  
Bauer, G.R. (2012). Trans Ontarians’ Sex Designations on Federal and Provincial 
Identity Documents: A Report prepared for the Canadian Human Rights Commission. 
London, ON: Trans PULSE Project Team. Retrieved from http://transpulseproject.ca/wp‐
content/uploads/2012/11/Trans-PULSE-Sex‐Designations‐on‐IDs‐Report‐for-CHRC‐
2012.pdf 
 
Bauer G.R., & Scheim, A.I. (2015). Transgender People in Ontario, Canada: Statistics to 
Inform Human Rights Policy. London, ON: Trans PULSE Project Team. Retrieved from 
http://transpulseproject.ca/research/statistics-from-trans-pulse-to-inform-human-rights-
policy/ 
Bauer, G.R., Zong, X., Scheim, A.I., Hammond, R., &  Thind, A. (2015). Factors 
impacting transgender patients discomfort with their family physicians: A respondent –
driven sampling survey. PLoS ONE, 10(12), 145-146. doi:10.1371/journal.pone.0145046 
Bentleigh, R., Dowsett, G., Smith, A. M. A., Hillier, L., Horsley, P. & Mitchell, A. 
(2002). Sexual Health Issues for GLBTI Victorians. In Leonard, W. (Ed.), What's The 
Difference? Health Issues of Major Concern to Gay, Lesbian, Bisexual, Transgender and 
  
90 
Intersex (GLBTI) Victorians. Melbourne, Australia: Ministerial Advisory Committee on 
Gay and Lesbian Health, Department of Human Services. 
 
Bradford, J., Reisner, S.L., Honnold, J.A., & Xavier, J. (2013). Experiences of 
transgender-related discrimination and implications for health: results form the Virginia 
Transgender Health Initiative Study. American Journal of Public Health, 103(10), 1820-
1829.  
 
Bryant, J. (1969) Health and the Developing World. Ithaca, NY: Cornell University Press. 
 
Bryant, T. (2009). An Introduction to Health Policy. Toronto, ON: Canadian Scholars’ 
Press.  
 
Bye, L., Gruskin, E., Greenwood, G., Albright, V., & Krotki, K. (2005). California 
Lesbians, Gays, Bisexuals, and Transgender (LGBT) Tobacco Use Survey – 2004. 
Sacramento, CA: California Department of Health Services. 
 
Byne, W. (2007). Biology and Sexual Minority Status. In Meyer, I.H. & Northridge, M.E. 
(Eds.), The Health of Sexual Minorities; public health perspectives on lesbian, gay, 
bisexual and transgender populations (pp.65-86). New York, NY: Springer.  
 
CBSN News. (2016) 10 Most Expensive Cities in America. Retrieved from: 
http://www.cbsnews.com/pictures/10-most-expensive-cities-in-america/11/.  
 
Chiu M, Austin PC, Manuel DG, & Tu, V.T. (2010). Comparison of cardiovascular risk 
profiles among ethnic groups using population health surveys between 1996 and 2007. 
Canadian Medical Association Journal, 182(8), 301-310. doi:10.1503/cmaj.091676. 
Conron, KJ, Scott, G, Stowell, GS, & Landers, S. (2012). Transgender Health in 
Massachusetts: Results from a Household Probability Sample of Adults. American 
Journal of Public Health, 102(1), 118-122.  
 
  
91 
Conway, L. (2002). How Frequently Does Transsexualism Occur?  Retrieved May 2016, 
from: http://ai.eecs.umich.edu/people/conway/TS/TSprevalence.html 
 
Davidson, T.W. (2015). A review of transgender health in Canada. University of  Ottawa 
Journal of Medicine, 5(2), 40-45.  
 
Donner, A. & Zou, G.Y. (2012). Estimating simultaneous confidence intervals for 
multiple contrasts of proportions by the method of variance recovery. Statistics in 
Biopharmaceutical Research, 3(2), 320-335. 
 
Evans, M. (2013). Food insecurity. In Pederson, A., Haworth-Brockman, M.J., Clow, B., 
Isfeld, H., & Liwander, A. (Eds.), Rethinking women and healthy living in Canada. (pp. 
117-142). Vancouver, BC: British Columbia Centre of Excellence for Women’s Health.  
 
Faraone, S. V. (2008). Interpreting Estimates of Treatment Effects: Implications for 
Managed Care. Pharmacy and Therapeutics, 33(12), 700–711. 
Galabuzi, G. E. (2005). Canada’s Economic Apartheid: The Social Exclusion of 
Racialized Groups in the New Century. Toronto, ON: Canadian Scholars’ Press. 
Garofalo, R., Deleon J., Osmer, E., Doll, M., & Harper, G.W. (2006). Overlooked, 
misunderstood and at-risk: Exploring the lives and HIV risk of ethnic minority male-to-
female transgender youth. Journal of Adolescent Health. 38(1), 230-236.  
 
Gates, W. (2011). How many people are lesbian, gay, bisexual and transgender? Los 
Angeles, CA: Williams Institute, UCLA School of Law.  
 
Grant, J.M., Mottet, L.A., Tanis, J., Harrison, J., Herman, J.L., & Keisling, M. (2011). 
Injustice at Every Turn: A Report of the National Transgender Discrimination Survey. 
Washington, DC: National Center for Transgender Equality and National Gay and 
Lesbian Task Force.  
 
  
92 
Graubard B.I. & Korn, E.L. (1996). Survey inference for subpopulations. AJPH. 144(1): 
102-106.  
 
Government of Canada. (2016). Federally Regulated Businesses and Industries. 
Retrieved June 16, 2016, from: 
http://www.esdc.gc.ca/en/jobs/workplace/human_rights/employment_equity/regulated_in
dustries.page 
Harper, G.W. & Schneider M. (2003). Oppression and discrimination among lesbian, gay, 
bisexual and transgendered people and communities: a challenge for community 
psychology. American Journal of Community Psychology, 31(4), 243-252. 
 
Health Canada. (2011). Household food insecurity in Canada in 2007-2008: Key statistics 
and graphics. Ottawa, ON: Health Canada. Retrieved January 2015, from: http://www.hc-
sc.gc.ca/fn-an/surveill/nutrition/commun/insecurit/key-stats-cles-2007-2008-eng.php  
 
Health Canada. (2010). Canada’s Health Care System (Medicare). Ottawa, ON: Health 
Canada. Retrieved May 2016, from: http://www.hc-sc.gc.ca/hcs-sss/medi-assur/index-
eng.php 
 
Heckathorn DD. (1997). Respondent-driven sampling: a new approach to the study of 
hidden populations. Social Problems, 44(2), 174-199.  
 
Heckathorn DD. (2002). Respondent-driven sampling II: deriving valid population 
estimates from chain-referral samples of hidden populations. Social Problems, 49(1), 11-
34. 
 
Herbst, J.H., Jacobs, E.D., Finlayson, T.J., McKleroy, V.S., Neumann, M.S., Crepaz, N. 
(2008). Estimating HIV prevalence and risk behaviors of transgender persons in the 
United States: A systematic review. AIDS and Behavior, 12(1), 1-17. 
 
Hembree, W. C., Cohen-Kettenis, P., Delemarre-van de Waal, H. A., Gooren, L. J., 
Meyer III, W. J., Spack, N. P., ... & Montori, V. M. (2009). Endocrine treatment of 
  
93 
transsexual persons: an Endocrine Society clinical practice guideline. The Journal of 
Clinical Endocrinology & Metabolism, 94(9), 3132-3154. 
 
Hosmer DW, Lemeshow S. (1992). Confidence interval estimation of interaction. 
Epidemiology, 3(4), 452–456. 
 
House of Commons of Canada. (2016). Bill C-16: An Act to amend the Canadian Human 
Rights Act and the Criminal Code. Ottawa, ON. Retrieved June 16, 2016, from: 
http://www.parl.gc.ca/HousePublications/Publication.aspx?Language=E&Mode=1&DocI
d=8280564 
 
Irwin, A. & Scali, E. (2007). Action on the social determinants of health: A historical 
perspective. Global Public Health, 2(3), 235-256.  
 
Kenagy, G.P. & Bostwick, W.B. (2005). Health and Social Service Needs of Transgender 
People in Chicago. International Journal of Transgenderism, 8(2), 57-66.  
 
Keon, W.J., & Pepin, L. (2008). Population health policy: federal, provincial and 
territorial perspectives. Third Report of the Subcommittee on Population Health of the 
Standing Senate Committee on Social Affairs, Science and Technology. Ottawa, ON: 
Senate of Canada. 
 
Lawrence, A.A. (2007). Transgender Health Concerns. In Meyer, I.H. & Northridge, 
M.E. (Eds), The Health of Sexual Minorities; public health perspectives on lesbian, gay, 
bisexual and transgender populations. New York, NY: Springer. 
 
Lev, A.I. (2015). Disordering Gender Identity. Journal of Psychology & Human 
Sexuality, 17 (3), 35-69.  
 
Li, H.Q., Tang, M.L., Wong, W.K. (2014). Confidence intervals for ratios of two Poisson 
rates using the method of variance estimates recovery. Computational Statistics, 29(1), 
869-889.  
  
94 
Lombardi, E. (2001). ‘Enhancing transgender health care’. American Journal of Public 
Health, 91(1), 869-872. 
Lombardi, E.R., Wilchins, R.A., Preising, D., & Malouf, D.(2001). Gender violence: 
Transgender experiences with violence and discrimination. Journal Of Homosexuality, 
42(1), 89-101. 
Longman Marcellin, R.M. (2012). Self-reported racism, transphobia, their intersection 
and impact on past-year HIV related sexual risk behaviour. MSc thesis. The University 
of Western Ontario, Epidemiology & Biostatistics; 2012. 
Lu, X., Bengtsson, L., Britton, T., Camitz, M., Kim, J.B., Thorson A., & Lilijeros, F. 
(2012). The sensitivity of respondent-driven sampling. Journal of the Royal Statistical 
Society, 175(1), 191-216.  
 
Mahamoud, A., Roche, B., & Homer, J. (2013). Modelling the social determinants of 
health and stimulating short-term and long-term intervention impacts for the city of 
Toronto, Canada. Social Science & Medicine, 93(1), 247-255.  
 
Marmor T., Barer, M., & Evans R.G. (1994). Why are some people healthy and others 
not? Chicago, IL: Aldine Transaction.  
 
McGibbon, E. (2009). Health and health care: A human rights perspective. In D. Raphael 
(Ed.), Social Determinants of Health: Canadian Perspectives (2nd Edition) (pp. 318-335). 
Toronto, ON: Canada Scholars’ Press.  
Mikkonen, J., & Raphael, D. (2010). Social Determinants of Health: The Canadian 
Facts. Toronto, ON: York University School of Health Policy and Management. 
 
Ministry of Health and Long-Term Care. (2015). Improving Access to Sex Reassignment 
Surgery: Ontario Reducing Wait Times for Assessments and Referrals. Ottawa, ON. 
 
  
95 
Ministry of Health and Long-Term Care. (2016). Sex Reassignment Surgery [in Ontario]. 
Ottawa, ON. Retrieved June 20, 2016, from: 
http://www.health.gov.on.ca/en/pro/programs/srs/ 
 
Morton, F.L. (2002). Law, Politics, and the Judicial Process in Canada. Calgary, AB:  
University of Calgary Press. 
 
Napoleon, Val. (2002). Raven’s garden: A discussion about aboriginal sexual orientation 
and transgender issues. Canadian Journal of Law & Society, 17(1), 149-153.  
 
OHTN Rapid Response Service. (2010). Rapid Review: Transgender Men’s Sexual 
Health and HIV Risk. Toronto, ON: Ontario HIV Treatment Network. 
Olsson, SE., & Möller, AR. (2003). On the incidence and sex ratio of transsexualism 
in Sweden, 1972–2002. Archives of Sexual Behavior, 32(1), 381–386. 
 
Ontario Human Rights Commission (OHRC). (2014). Policy on preventing 
discrimination because of gender identity and gender expression. Ottawa: ON.  
 
Parkes, G. & Hall, I. (2006). Gender dysphoria and cross-dressing in people with 
intellectual disability: a literature review. Mental Retardation, 44(4), 260-271. 
PHAC. (2005). Reducing Health Disparities- Roles of the Health Sector: Discussion 
Paper. Ottawa, ON: Health Disparities Task Group of the Federal/Provincial/Territorial 
Advisory Committee on Population Health and Health Security.  
PHAC. (2011). Estimates of HIV Prevalence and Incidence in Canada, 2011(2012). 
Ottawa, ON. Retrieved June 20, 2016, from:  http://www.phac-aspc.gc.ca/aids-
sida/publication/survreport/2012/dec/index-eng.php.  
Pitts, M., Smith, A., Mitchell A., & Patel, S. (2006). Private lives: a report on the health 
and wellbeing of GLBTI Australians. Melbourne, Victoria: The Australian Research 
Centre in Sex, Heath & Society, L.T. University. 
  
96 
 
Rao, J.N.K. & Wu, C.F.J. (1988). Resampling Inference with Complex Survey Data. 
Journal of the American Statistical Association, 83(401), 231-241. 
Reback, C.J., Simon, P.A., Bemis, C.C., & Gatson, B. (2001). The Los Angeles 
transgender health study: community report. Los Angeles, CA: Van Ness Recovery 
House, Prevention Division. 
Reback, C.J. & Lombardi, E. (2001). HIV risk behaviors of male-to-female transgenders 
in a community-based harm reduction program. In W.O. Bockting & S.Kirk (Eds.), 
Transgender and HIV: Risks, prevention and care (pp. 59-68).  Philadelphia, PA: 
Haworth.  
Reed, B, Rhodes, S, Schofield, P, & Wylie, K. (2009). Gender Variance in the UK: 
Prevalence, Incidence, Growth, and Geographic Distribution. London: Gender Identity 
Research and Education Society.  
Reisner, S.L., Biello, K., Rosenberger, J.G., Austin, S.B., Haneuse, S., Perez-Brumer, A., 
Novak, D.S., & Mimiaga, M.J. (2014). Using a two-step method to measure transgender 
identity in Latin America/the Caribbean, Portugal and Spain. Archives of Sexual 
Behaviour, 43(1), 1503-1514.  
Rosser, BRS., Oakes, JM., Bockting, WO., & Miner, M. (2007). Capturing the social 
demographics of hidden sexual minorities: An Internet study of the transgender 
population in the United States. Sexuality Research & Social Policy, 4(2), 50-64. 
 
Rotondi, N.K., Bauer, G.R., Scanlon, K., Kaay, M., Travers, R., & Travers, A. (2013). 
Non-prescribed hormone use and self-preformed surgeries: “Do-it-yourself” transitions in 
transgender communities in Ontario. American Journal of Public Health, 103(10), 1830-
1836.  
 
Rothman, K.J. (1986). Modern Epidemiology. Little, Brown & Company. New 
York/Toronto. Pp. 260-262.  
  
97 
 
Salganik, M.K., & Heckathorn, D.D. (2004). Sampling and estimation in hidden 
populations using respondent-driven sampling. Sociological Methodology, 34(1), 193-
239.  
 
Salganik, M. J. (2006). Variance Estimation, Design Effects, and Sample Size 
Calculations for Respondent-Driven Sampling. Journal of Urban Health, 83(1), 98-112. 
 
Scheim, A.I., Jackson, R., James, L., Sharp Dopler, T., Pyne, J., & Bauer, G.R. (2013). 
Barriers to well being for Aboriginal gender-diverse people: results from the Trans 
PULSE Project in Ontario, Canada. Ethnicities and Inequalities in Health and Social 
Care, 6(4), 108-120.  
 
Scheim, A.I., Bauer, G.R., & Pyne, J. (2014). Avoidance of public spaces by trans 
Ontarians: the impact of transphobia on daily life. Trans PULSE E-Bulletin, 4(1). 
Retrieved June 20, 2016, from: 
http://transpulseproject.ca/wpcontent/uploads/2014/01/Trans-PULSE-E-Bulletin-8-
English.pdf 
 
Scheim, A.I., Bauer, G.R., & Coleman, T.A. (2015). Sociodemographic differences by 
survey mode in a respondent-driven sampling study of transgender people in Ontario, 
Canada. LGBT Health, 1(0), 1-5.  
 
Schoenbach, V.J. (1999). Standardization of rates and ratios. Retrieved May 2016, from: 
http://www.epidemiolog.net/evolving/Standardization.pdf 
 
Serano, J. (2007). Whipping girl: A transsexual woman on sexism and the scapegoating 
of femininity. Emeryville, CA: Seal.  
 
  
98 
Senate Subcommittee on Population Health. (2009). A Healthy Reproductive Canada: A 
Determinant of Health Approach. Ottawa, ON: The Population Health Promotion Expert 
Group (PHPEG) of the Pan-Canadian Public Health Network (PHN).  
 
Shannon, K., Kerr, T., Miljoy, M.J., Anema, A., Zhang, R., Montaner, J.S.G., & Wood, 
E. (2011). Severe food insecurity is associated with elevated unprotected sex among HIV-
seropositive injection drug users independent of HAART use. AIDS, 25(16), 2037-2042.  
Smiley, J. (2009). The Health of Aboriginal People. In D. Raphael (Ed.), Social 
Determinants of Health: Canadian Perspectives (2nd edition) (pp. 280-301). Toronto, 
ON: Canadian Scholars’ Press. 
 
Snelgrove, J.W., Jasudavisius A.M., Rowe, B.W., Head, E.M. & Bauer, G.R. (2012). 
“Completely out-at-sea” with “two-gender medicine”: A qualitative analysis of physician-
side barriers to providing health care for transgender patients. BMC Health Services 
Research, 12 (1), 110 - 115.  
 
Sperber, J., Landers, S., & Lawrence, S. (2008). Access to health care for transgendered 
persons: results of a needs assessment in Boston. International Journal of 
Transgenderism, 8(2-3), 75-91.  
 
Spinks, M.C. (2011). Canadian Community Health Survey (CCHS) Lifecycle and Data 
Analysis. Toronto, ON: 2nd CPAC Surveillance Training Workshop for the Colorectal 
Cancer Network.  
 
Stroumsa D. (2014).  The state of transgender health care: policy, law and medical 
frameworks. American Journal of Public Health, 104(3), e31-e38.  
Statistics Canada. (2005). BOOTVAR user guide (BOOTVAR 3.1 SAS version). Ottawa, 
ON. Retrieved from: 
http://prod.library.utoronto.ca:8090/datalib/codebooks/cstdli/gss/gss18/sasbootdoc_eng 
 
  
99 
Statistics Canada. (2011). 2010 and 2009-2010 Microdata File User Guide. Canadian 
Community Health Survey Annual Component. Ottawa, ON.  
Statistics Canada. (2012). Visual Census: 2011 Census. Ottawa, ON. Retrieved January 
20, 2015, from: http://www12.statcan.gc.ca/census-recensement/2011/dp-pd/vc-
rv/index.cfm?Lang=ENG&TOPIC_ID=1&GEOCODE=01  
Statistics Canada1. (2013). Low income cut-offs. Ottawa: ON. Retrieved January 19, 2015, 
from: http://www.statcan.gc.ca/pub/75f0002m/2012002/lico-sfr-eng.htm#n1 
 
Statistics Canada2. (2013). Persons in low income before tax (In percent, 2007 to 2011). 
Ottawa, ON: CANSIM table 202-0802 and Catalogue no. 75-202-x. Retrieved January 
2015, from: http://www.statcan.gc.ca/tables-tableaux/sum-som/l01/cst01/famil41a-
eng.htm?sdi-low%20income 
 
Statistics Canada3. (2013). Disability in Canada: initial findings from the Canadian 
Survey on Disability. Ottawa, On: Social and Aboriginal Statistics Division. Catalogue 
no. 89-654-X – no.002.  
 
Soo, K. (2012). Newcomers and food insecurity: a critical literature review on 
immigration and food security. MA Thesis, Ryerson University, Program of Immigration 
and Settlement Studies, 2012.  
 
Tarasuk, V. (2004). Health implications of food insecurity. In: Raphael D (Ed.), Social 
determinants of health: Canadian perspectives (pp.187-200). Toronto, ON: Canadian 
Scholar’ Press.  
 
Tarasuk, V., & Vogt, J. (2009). Household Food Insecurity in Ontario. Canadian Journal 
of Public Health, 100(3), 184-188.  
 
  
100 
Taylor, C. (2009).  Health and safety issued for Aboriginal transgender/two spirit people 
in Manitoba. Canadian Journal of Aboriginal Community-Based HIV/AIDS Research, 
2(1), 5-26. 
 
Taylor, C., Peter, T., Campbell, C., Meyer, E., Ristock, J., & Short, D. (2015). The Every 
Teacher Project on LGBTQ-inclusive education in Canada’s K-12 schools: Final report. 
Winnipeg, MB: Manitoba Teachers’ Society. 
 
Tjepkema, M., Wilkins R., & Long, A. (2013). Socio-economic inequalities in cause-
specific mortality: a 16-year follow-up study. Canadian Journal of Public Health, 104(7) 
472-478.   
Tsoi, WF. (1988). The prevalence of transsexualism in Singapore. Acta Psychiatrica 
Scandinavica, 78, 501-504. 
 
U.S. Census Bureau. (2008). Current Population Survey: Annual Social and Economic 
Supplement. Washington, DC: GPO. 
 
U.S. Census Bureau. (2009). Current Population Survey: Annual Social and Economic 
Supplement. Washington, DC: GPO.  
 
Veale, J., Saewyc E., Frohard-Dourlent, H., Dobson, S., Clark, B., & the Canadian Trans 
Youth Health Survey Research Group. (2015). Being Safe, Being Me: Results of the 
Canadian Trans Youth Health Survey. Vancouver, BC: Stigma and Resilience Among 
Vulnerable Youth Centre, School of Nursing, University of British Columbia.   
 
Virchow, R.C. (English Translation) (1985). In Rather L.J., (Ed), Collected Essays on 
Public Health and Epidemiology, Volume 1. Boston, MA: Science History Publications: 
204-319.  
 
  
101 
Volz, E., Wejnert, C., Cameron, C., Spiller, M., Barash, V., & Dagani I. (2012). 
Respondent-Driven Sampling Analysis Tool (RDSAT) Version 7.1. Ithaca, NY: Cornell 
University. 
Warner A. (2010). Prevalence and risk factors for being underhoused among trans 
people in Ontario: a cross-sectional study. MSc thesis. The University of Western 
Ontario, Epidemiology & Biostatistics; 2010 
  
Weitze, C., Osburg, S. (1996). Transsexualism in Germany: empirical data on 
epidemiology and application of the German Transsexuals’ Act during its first ten years. 
Archives of Sexual Behaviour, 25(4), 409-425.  
 
Wejnert, C. (2009). An empirical test of respondent driven sampling: point estimates, 
variance, degree measures, and out-of-equilibrium data. Sociological Methodology, 39(1), 
73-116.  
 
Wellesley Institute. (2008). Invisible men: FTMs and homelessness in Toronto. Toronto, 
ON: The FTM Safer Shelter Project Research Team.  
 
White, J.C. & Townsend, M.H. (1998). Transgender medicine: issues and definitions. 
Journal of the Gay and Lesbian Medical Association, 2(1), 1-3.  
 
Wilkinson R., Marmot, M. (Eds). (2003). Social Determinants of Health: The Solid Facts. 
Copenhagen, Denmark: World Health Organisation.  
 
Wilson, E.C., Chen, Y., Arayasirikul, S., Fisher, M., Pomart, W.A., Le V., Fisher 
Raymond, H., & McFarland, W. (2015). Differential HIV risk for racial/ethnic minority 
trans*female youth and socio-economic disparities in housing, residential stability and 
education. American Journal of Public Health, 105(3), 41-47.  
 
  
102 
Wilson, P., Sharp, C., & Carr, S. (1999). The prevalence of gender dysphoria in Scotland: 
a primary care study. The British journal of general practice: the journal of the Royal 
College of General Practitioners, 49(449), 991-992.  
 
Withrow, D.R., Amartey, A., Marret, L.D. (2014). Cancer risk factors and screening in 
the off-reserve First Nations, Metis, and non-Aboriginal populations of Ontario. Chronic 
Diseases and Injuries in Canada, 34(2-3), 103- 112.  
 
Preamble to the Constitution of the World Health Organization as adopted by the 
International Health Conference (1946). Official Records of the World Health 
Organization, New York: NY, (2) pp. 100.  
 
World Health Organization. (2008). Closing the gap in a generation: health equity 
through action on the social determinants of health. Geneva, Switzerland: Final report of 
the Commission on Social Determinants of Health, World Health Organization.  
 
World Health Organization. (2012). Trade, foreign policy, diplomacy and health: food 
security. Geneva, Switzerland: World Health Organization. Retrieved January 2016, 
from: http://www.who.int/trade/glossary/story028/en/  
Xavier, J.M. (2000). The Washington Transgender Needs Assessment Survey. 
Washington, DC: Administration for HIV and AIDS of the District of Columbia 
Government. 
 
XY v. Ontario. (2012). 2012 HRTO 726 (CanLII). Ottawa, ON: Government and 
Consumer Services. Retrieved June 6, 2016, from: http://canlii.ca/t/fqxvb. 
 
Yeo, D., Mantel, H. & Liu, TP. (1999). Bootstrap Variance Estimation for the National 
Population Health Survey (pp. 778-783). American Statistical Association: 1999 
Proceedings of the Survey Research Methods Section.  
 
  
103 
Ylioja, T. & Craig S.L. (2013). Exclusionary Health Policy: Responding to the Risk of 
Poor Health among Sexual Minority Youth in Canada. Social Work in Public Health, 29, 
81-86. 
 
Zong, X. (2012). Family Physician Access among Trans People in Ontario: A Cross-
sectional Analysis of Social Determinants of Health and Inequality Issues. MSc thesis. 
The University of Western Ontario, Epidemiology & Biostatistics; 2012. 
 
Zou, G.Y. & Donner, A. (2008). Construction of confidence limits about effect measures: 
A general approach. Statistics in Medicine, 27(1),1693-1702.  
 
Zou, G.Y. (2008). On the estimation of additive interaction by use of the four-by-two 
table and beyond. American Journal of Epidemiology, 168(2), 212-224 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
104 
Appendices 
Table A.1: Weighted CCHS frequencies, including non-response categories  
Variable 
Total 
(%) 
 
95% CI 
Male 
(%) 
95% CI 
Female 
(%) 
95% CI 
Gender  --  --  48.82  (48.68, 48.95)  51.18  (51.05, 51.32)  
Age  
16 to 24  14.42  (14.01, 14.84)  15.18  (14.53, 15.83)  13.69  (13.15, 14.24)  
25 to 34  14.88  (14.39, 15.38)  14.53  (13.83, 15.23)  15.21  (14.51, 15.92)  
35 to 44  17.57  (17.20,17.94)  17.82  (17.28, 18.35)  17.33  (16.84, 17.82)  
45 to 54  18.11  (17.59, 18.86)  18.18  (17.50, 18.86)  18.05  (17.30, 18.79)  
55 to 64  14.00  (13.48, 14.52)  14.14  (13.46, 14.83)  13.87  (13.12, 14.61)  
65+  15.26  (15.25, 15.27)  14.00  (14.00, 14.01)  16.47  (16.44, 16.48)  
Marital Status  
Married  55.18  (54.38, 55.99)  57.47  (56. 40, 58.54)  53.01  (51.87, 54.14)  
Common-law  6.73  (6.32, 7.13)  7.23  (6.60, 7.86)  6.25  (5.75,6.75)  
Widowed  5.12  (4.84, 5.40)  2.01  (1.72, 2.30)  8.09  (7.64, 8.55)  
Separated  2.84  (2.53, 3.14)  2.51  (2.09, 2.92)  3.15  (2.73, 3.57)  
Divorced  4.51  (4.15, 4.88)  3.53  (3.09, 3.97)  5.45  (4.87, 6.03)  
Single, never married  25.48  (24.89, 26.07)  27.14  (26.31, 27.97)  23.89  (23.10, 24.68)  
Not stated  0.14  (0.10, 0.18)  0.12  (0.05, 0.18)  0.16  (0.11, 0.22)  
Birth Region  
Canada  64.04  (63.13, 64.94)  64.90  (3.70, 66.09)  63.22  (62.02, 64.42)  
Other North America  1.27  (1.09, 1.45)  1.24  (0.99, 1.50)  1.29  (1.06, 1.53)  
South, Central America, & Caribbean  4.49  (3.99, 4.99)  4.23  (3.58, 4.88)  4.73  (4.04, 5.42)  
Europe  11.72  (11.15, 12.29)  11.39  (10.60, 12.19)  12.03  (12.80)  
Africa  1.92  (1.57, 2.26)  1.91  (1.49, 2.33)  1.84  (1.40, 2.28)  
Asia  13.51  (12.69, 14.34)  13.22  (12.22, 114.23)  13.79  (12.69, 14.90)  
Oceania  0.10  (0.04, 0.17)  0.11  (0.05, 0.16)  0.10  (0.00, 0.20)  
Not stated  2.58  (2.34, 2.82)  2.66  (2.30, 3.03)  2.50  (2.19, 2.80)  
Ethno-racial Identity  
White/Canadian/American/European  72.02  (71.07, 72.98)  72.32  (71.10, 73.54)  71.75  (70.48, 73.01)  
Aboriginal  2.07  (1.89, 2.26)  1.96  (1.74, 2.19)  2.18  (1.89, 2.47)  
East/South/Southeast Asian  14.19  (13.40, 14.99)  13.92  (12.90, 14.93)  14.46  (13.32, 15.59)  
Latin American  1.51  (1.09, 1.99)  1.54  (1.09, 1.99)  1.47  (1.09, 1.85)  
Black Can/American/African  3.54  (3.08, 4.00)  3.30  (2.74, 3.86)  3.76  (3.08, 4.45)  
Middle Eastern  1.76  (1.45, 2.08)  2.13  (1.65, 2.62)  1.41  (1.07, 1.76)  
Other  1.90  (1.61, 2.18)  1.73  (1.38, 2.08)  2.06  (1.62, 2.50)  
Not stated  3.00  (2.74, 3.27)  3.10  (2.69, 3.52)  2.91  (2.57, 3.26)  
Aboriginal Status  
Aboriginal  2.07  (1.89, 2.26)  1.96  (1.74, 2.19)  2.18  (1.89, 2.47)  
Not Aboriginal  95.13  (94.82, 95.45)  95.18  (94.75, 95.62)  95.09  (94.64, 95.54)  
Not stated  2.79  (2.54, 3.04)  2.85  (2.48, 3.23)  2.73  (2.40, 3.06)  
Immigrant Status        
Yes  32.34  (31.44, 33.24)  31.50  (30.35, 32.65)  33.14  (31.94, 34.35)  
No  64.72  (63.81, 65.62)  65.50  (64.30, 66.71)  63.97  (62.77, 65.16)  
Not stated  2.94  (2.67, 3.21)  3.00  (2.60, 3.40)  2.89  (2.55, 3.24)  
Length of time in Canada (if immigrant)      
Less than 5 years  12.07  (10.96, 13.17)  11.72  (10.12, 13.31)  12.38  (10.93,13.83)  
Greater than 5 years  79.59  (78.29, 80.89)  79.59  (77.71, 81.47)  79.60  (77.85, 81.34)  
Not stated  8.34  (7.58, 9.10)  8.69  (7.58, 9.81)  8.02  (7.06, 8.99)  
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Education (respondent’s highest level) 
High school not completed  15.17  (14.66, 15.68)  15.43  (14.65, 16.22)  14.92  (14.24, 15.59)  
High school graduation  17.61  (16.95, 18.27)  17.16  (16.19, 18.13)  18.04  (17.09, 18.99)  
Some postsecondary  7.72  (7.23, 8.21)  7.36  (6.71, 8.01)  8.06  (7.37, 8.76)  
Post-secondary degree/diploma  48.16  (47.29, 49.03)  47.51  (46.21, 48.81)  48.77  (47.65, 49.90)  
Graduate or professional degree  8.11  (7.61, 8.61)  9.27  (8.47, 10.07)  7.01  (6.39, 7.63)  
Not stated  3.23  (2.95, 3.50)  3.26  (2.86, 3.66)  3.19  (2.83, 3.55)  
Current student        
Yes, full-time  9.95  (9.52, 10.37)  9.81  (9.15, 10.46)  10.08  (9.49, 10.67)  
Yes, part-time  3.11  (2.82, 3.40)  2.90  (2.44, 3.35)  3.32  (2.93, 3.71)  
No  84.14  (83.59, 84.69)  84.44  (83.59, 85.29)  83.86  (83.11, 84.60)  
Not stated  2.79  (2.53, 3.05)  2.85  (2.74, 3.23)  2.74  (2.41, 3.07)  
Employment status       
Full-time job  46.62  (45.83, 47.42)  54.26  (53.14, 55.38)  39.34  (38.23, 40.45)  
Part-time job  9.98  (9.54, 10.41)  7.09  (6.52, 7.65)  12.73  (11.99, 13.48)  
More than one part-time job  5.54  (5.17, 5.91)  5.44  (4.88, 6.00)  5.63  (5.11, 6.15)  
Retired  15.89  (15.58, 16.20)  13.60  (13.15, 14.05)  18.07  (17.64, 18.50)  
Student (not working)  4.26  (3.92, 4.61)  4.33  (3.83, 4.84)  4.19  (3.74, 4.65)  
Permanently unable to work  2.89  (2.61, 3.16)  2.90  (2.47, 3.33)  2.87  (2.55, 3.19)  
Unemployed  11.64  (11.08, 12.20)  8.94  (8.21, 9.66)  14.21  (13.36, 15.06)  
Not stated  2.43  (2.18, 2.67)  2.59  (2.22, 2.96)  2.27  (1.95, 2.59)  
Household Income        
Less than $15,000  3.59  (3.27, 3.91)  3.03  (2.59, 3.47)  4.12  (3.69, 4.55)  
$15,000 to $29,999  8.52  (8.09, 8.94)  6.93  (6.40, 7.47)  10.02  (9.42, 10.64)  
$30,000 to $49,999  13.39  (12.84, 13.94)  13.21  (12.37, 14.05)  13.56  (12.87, 14.25)  
$50,000 to $79,999  19.99  (19.30, 20.68)  20.16  (19.21, 21.12)  19.83  (18.85, 20.80)  
$80,000 +  34.83  (33.92, 35.74)  38.35  (36.99, 39.72)  31.47  (30.31, 32.63)  
Not stated  19.69  (18.92, 20.45)  18.31  (17.29, 19.33)  21.00  (19.96, 22.04)  
Personal income        
Less than $15,000  19.72  (19.08, 20.37)  13.65  (12.90, 14.40)  25.51  (24.51, 26.51)  
$15,000 to $29,999  16.35  (15.71, 16.99)  13.86  (13.01,14.71)  18.73  (17.79, 19.66)  
$30,000 to $49,999  18.65  (18.00, 19.31)  19.28  (18.29, 20.27)  18.06  (17.18, 18.92)  
$50,000 to $79,999  15.65  (15.01, 16.29)  19.56  (18.58, 20.55)  11.92  (11.10, 12.75)  
$80,000 +  10.92  (10.30, 11.54)  15.96  (14.90, 17.02)  6.12  (5.48, 6.76  
Not stated  18.70  (17.98, 19.41)  17.69  (16.69, 18.68)  19.66  (18.71, 20.60)  
Food security        
Always had enough kinds of food  86.67  (86.03, 87.31)  87.70  (86.89, 88.52)  85.69  (84.77, 86.61)  
Enough, but not always kinds wanted  8.72  (8.20, 9.25)  7.70  (7.05, 8.34)  9.70  (8.96, 10.44)  
Sometimes did not have enough  1.14  (0.94, 1.34)  1.10  (0.83, 1.37)  1.18  (0.88, 1.48)  
Often did not have enough  0.40  (0.27, 0.53)  0.38  (0.23, 0.54)  0.41  (0.20, 0.62)  
Not stated  3.07  (2.79, 3.34)  3.12  (2.71, 3.53)  3.02  (2.66, 3.38)  
Unmet health care needs       
Yes  10.42  (9.59, 11.25)  8.40  (7.35, 9.46)  12.33  (11.12, 13.54)  
No  89.39  (88.55, 90.23)  91.35  (90.28, 92.42)  87.53  (86.30, 88.75)  
Not stated  0.19  (0.09, 0.30)  0.24  (0.05, 0.44)  0.14  (0.05, 0.23)  
Blind, low vision, visual impairment        
Yes  1.08  (0.09, 1.30)  0.88  (0.70, 1.06)  1.27  (0.90, 1.64)  
No  98.52  (98.29, 98.75)  98.79  (98.58, 99.00)  98.26  (97.87, 98.64)  
Not stated  0.40  (0.32, 0.48)  0.33  (0.21, 0.44)  0.47  (0.36, 0.59)  
Deaf, deafened, hard of hearing        
Yes  3.56  (3.33, 3.79)  3.85  (3.49, 4.22)  3.27  (2.97, 3.58)  
No  95.72  (95.46, 95.97)  95.34  (94.91, 95.76)  96.08  (95.75, 96.41)  
Not stated  0.73  (0.58, 0.87)  0.81  (0.56, 1.05)  0.65  (0.50, 0.79)  
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Communication disability  
Yes  0.25  (0.18, 0.33)  0.27  (0.16, 0.39)  0.23  (0.14, 0.33)  
No  99.66  (99.56, 99.74)  99.67  (99.54, 99.79)  99.65  (99.53, 99.77)  
Not stated  0.09  (0.05, 0.13)  0.06  (0.01, 0.11)  0.12  (0.05, 0.18)  
Physical disability        
Yes  4.89  (4.61, 5.17)  3.95  (3.55, 4.36)  5.79  (5.38, 6.19)  
No  94.99  (94.72, 95.27)  95.97  (95.57, 96.38)  94.06  (93.66, 94.46)  
Not stated  0.11  (0.07, 0.16)  0.07  (0.02, 0.13)  0.15  (0.09, 0.22)  
Health care availability in Ontario        
Excellent  14.56  (13.95, 15.17)  15.39  (14.48, 16.30)  13.77  (12.93, 14.60)  
Good  47.99  (47.14, 48.83)  47.48  (46.23, 48.74)  48.47  (47.34, 49.59)  
Fair  24.59  (23.82, 25.35)  24.43  (23.32, 25.55)  24.74  (23.71, 25.77)  
Poor  9.40  (8.93, 9.87)  8.97  (8.30, 9.63)  9.81  (9.12, 10.51)  
Not stated  3.47  (3.16, 3.77)  3.73  (3.30, 4.16)  3.21  (2.80, 3.63)  
Health care quality in Ontario        
Excellent  16.88  (16.27, 17.48)  18.63  (17.65, 19.60)  15.21  (14.42, 15.99)  
Good  53.95  (53.13, 54.76)  53.69  (52.41, 54.96)  54.20  (53.09, 55.30)  
Fair  19.93  (19.30, 20.55)  18.52  (17.53, 19.51)  21.27  (20.38, 22.16)  
Poor  5.22  (4.86, 5.60)  4.90  (4.35, 5.45)  5.53  (5.03, 6.03)  
Not stated  4.02  (3.71, 4.34)  4.27  (3.81, 4.72)  3.79  (3.37, 4.22  
Health care availability in community      
Excellent  14.97  (14.39, 15.59)  15.89  (14.99, 16.79)  14.10  (13.28, 14.91)  
Good  46.18  (45.32, 47.03)  46.36  (45.12, 57.59)  46.01  (44.79, 47.22)  
Fair  22.26  (21.59, 22.93)  21.81  (20.79, 22.83)  22.70  (21.76, 23.63)  
Poor  11.38  (10.88, 11.88)  10.71  (9.97, 11.45)  12.01  (11.35, 12.68)  
Not stated  5.21  (4.81, 5.60)  5.23  (4.70, 5.76)  51.85  (4.59, 5.78)  
Health care quality in community        
Excellent  16.31  (15.67, 16.94)  17.57  (16.58, 18.56)  15.10  (14.27, 15.93)  
Good  53.55  (52.71, 54.39)  53.54  (52.29, 54.79)  53.56  (52.45, 54.67)  
Fair  18.04  (17.40, 18.68)  17.05  (16.12, 17.98)  18.99  (18.12, 19.86)  
Poor  6.26  (5.88, 6.64)  6.09  (5.50, 6.68)  6.42  (5.91, 6.93)  
Not stated  5.84  (5.43, 6.25)  5.75  (5.20, 6.29)  5.93  (5.33, 6.52)  
Sense of community belonging        
Very strong  17.16  (16.43, 17.88)  17.11  (16.12, 18.10)  17.20  (16.28, 18.13)  
Somewhat strong  47.67  (46.75, 48.59)  46.65  (45.34, 47.95)  48.65  (47.47, 49.83)  
Somewhat weak  23.56  (22.76, 24.37)  24.96  (23.79, 26.12)  22.24  (21.27, 23.20)  
Very weak  8.97  (8.38, 9.56)  8.75  (8.03, 9.47)  9.18  (8.36, 10.00)  
Not stated  2.64  (2.41, 2.87)  2.54  (2.24, 2.84)  2.73  (2.39, 3.08)  
Geographic location        
Eastern Ontario  15.31  (15.18, 15.43)  15.20  (15.04, 15.36)  15.41  (15.25, 15.57)  
Central Ontario  37.79  (37.57, 38.02)  37.96  (37.66, 38.26)  37.64  (37.67, 37.91)  
Metropolitan Toronto  21.11  (20.99, 21.23)  20.70  (20.53, 20.86)  21.51  (21.34, 21.68)  
Southwestern Ontario  19.48  (19.38, 19.58)  19.71  (19.55, 19.87)  19.26  (19.12, 19.40)  
Northern Ontario  6.31  (6.16, 6.45)  6.44  (6.26, 6.62)  6.19  (6.04, 6.33  
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Table A.2: Frequency of missing data for Trans PULSE questionnaire items  
Variable 
 
Frequency missing (n)  
 
 
Gender 
 
1 
Age 3 
Marital Status   6 
Birth Region   4 
Ethno-racial Identity   4 
Aboriginal Status   3 
Immigrant Status  3 
Length of time in Canada (if immigrant)  3 
Education (respondent’s highest level) 3 
Current student  4 
Employment status 39 
Household Income  58 
Personal income  39 
Food security  34 
Unmet health care needs 22 
Blind, low vision, visual impairment  9 
Deaf, deafened, hard of hearing  28 
Communication disability  9 
Physical disability  9 
Health care availability in Ontario  22 
Health care quality in Ontario  22 
Health care availability in community  22 
Health care quality in community  23 
Sense of community belonging  28 
Geographic location  23 
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Table A.3: Comparison between CCHS and Trans PULSE Survey Items  
Trans PULSE 
Variable  
Question 
CCHS 
Variable  
Question 
1. B1 How old are you? DHHGAGE What is the R’s age? 
2. B4 
Which of the following describes 
your present gender identity? 
DHH_SEX Is R male or female? 
3. B5 
Which of the following reflect your 
ethno-racial background? (Please 
check all that apply) 
SDC_Q4  - 
SDC_Q4_3 
People living in Canada come 
from many different cultural and 
racial backgrounds. Are you…? 
4. B10 What country were you born in? SDC_1 In what country were you born? 
5. B11 
How long have you been living in 
Canada? 
SDC_3 
In what year did you first come 
to Canada to live? 
6. B12 
Are you First Nations, Metis or 
Inuit? 
SDC_Q4_2 
Are you North American Indian, 
Metis or Inuit? 
7. B14, B15 
At this point, what level of 
education have you completed? Are 
you currently enrolled in a school or 
university? 
EDUD4 & 
EDUD5 
What is the highest degree, 
certificate or diploma you have 
obtained? Are you currently 
attending a school, college or 
university? 
8. B24 
What is your best estimate of the 
total income, before taxes and 
deductions, of all household 
members from all sources in the past 
12 months? 
INC_5A 
What is your best estimate of the 
total income, before taxes and 
deductions, of all household 
members from all sources in the 
past 12 months? 
9. B25 
Including you, how many people 
were being supported on this 
household income? 
DHHGHSZ 
What are the names and ages of 
all person who usually live here? 
10. B26 
From which of the following 
sources did your household receive 
any income in the past 12 months? 
INC_2 
From which of the following 
sources did your household 
receive any income in the past 
12 months? 
11. B27 
What is your best estimate of your 
total personal income, before taxes 
and deductions, of all household 
members from all sources in the past 
12 months? 
INC_8A 
What is your best estimate of 
your total personal income, 
before taxes and deductions, of 
all household members from all 
sources in the past 12 months? 
12. B29 
Are you currently living with any of 
the following? (Please check all that 
apply) 
HUI  
Coded as:  
- Low vision/visual impairment  
- Deaf, deafened/hard of hearing  
- Speech that was partially or 
completely not understood.   
- Mobility or dexterity problems 
that required a personal aid or 
help from others. 
13. B30 
Are you deaf, deafened or hard of 
hearing?  
14. B32 
What is your legal marital status 
right now? 
DHHGMS What is R’s marital status? 
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15. B34 
Are you currently living in your felt 
gender? 
N/A N/A 
16. B43 
Which of the following applies to 
your current situation regarding 
hormones and/or surgery? 
N/A N/A 
17. C201 
Overall how would you rate the 
availability of health care services in 
your province? 
HCS_1 
Overall how would you rate the 
availability of health care 
services in your province? 
18. C202 
Overall how would you rate the 
quality of health care services in 
your province? 
HCS_2 
Overall how would you rate the 
quality of health care services in 
your province? 
19. C203 
Overall how would you rate the 
availability of health care services in 
your community? 
HCS_3 
Overall how would you rate the 
availability of health care 
services in your community? 
20. C204 
Overall how would you rate the 
quality of health care services in 
your community? 
HCS_4 
Overall how would you rate the 
quality of health care services in 
your community? 
21. C3 
During the past 12 months, was 
there ever at time when you felt that 
you needed health care but did not 
receive it? 
UCN010 
Have you ever not received 
needed health care in the past 
year? 
 
 
22. L5 
About how many hours a week do 
you usually work at you job or 
business?  If you usually work extra 
hours, paid or unpaid, please include 
these. 
LBS_42 
About how many hours a week 
do you usually work at you job 
or business?  If you usually work 
extra hours, paid or unpaid, 
please include these. 
23. M1 
Which of the following statements 
best describe the food eaten in your 
household in the past 12 months? 
FSCE_010 
Which of the following 
statements best describe the food 
eaten in your household in the 
past 12 months? 
24. N1 
About how many close friends and 
close relatives do you have, that is 
people you feel at ease with and can 
talk about what is on your mind? 
SSA_01 
About how many close friends 
and close relatives do you have, 
that is people you feel at ease 
with and can talk about what is 
on your mind? 
25. N22 
How would you describe your sense 
of belonging to the local 
community? 
GEN_10 
How would you describe your 
sense of belonging to the local 
community? 
26. N/A 
Only Ontario GEOGPRV Province of residence 
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Table A.4: Lived gender; social transition and medical transition status among trans people living in Ontario 
 
Variable 
All trans people 
N=433 
 
FTM or transmasculine 
spectrum 
 
 
MTF or transfeminine 
spectrum 
 
 n % 95% CI n % 95% CI n % 95% CI 
Living in felt gender           
Full-time 273 48.0 (40.1, 56.5) 158 55.0 (39.6, 68.6) 115 49.4 (37.7, 68.1) 
Part-time or not  155 52.0 (43.5, 59.9) 66 45.0 (31.4, 60.5) 89 50.6 (31.9, 62.3) 
Social and medical transition status         
Complete social and medical transition  146 22.8 (15.7, 29.3) 84 29.9 (18.4, 45.3) 62 25.4 (13.6, 42.8) 
Some social and some medical  117 24.8 (19.5, 32.5) 54 17.9 (9.4, 24.0) 63 30.7 (24.5, 54.0) 
Some social and planning medical  41 13.9 (10.0, 22.4) 31 20.0 (10.6, 32.3) 10 8.3 (0.8, 13.8) 
Some social transition, no medical  42 10.2 (5.9, 18.4) 29 18.1 (8.0, 36.4) 13 2.8 (0.3, 4.5) 
Planning medical and social transition  32 14.0 (7.1, 18.7) 14 9.0 (1.4, 13.9) 18 10.1 (2.0, 18.0) 
Unsure, or no transition 42 14.3 (6.7, 18.1) 12 5.1 (0.8, 8.5) 30 22.6 (5.7, 31.4) 
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Curriculum Vitae 
Academic Qualifications and Awards 
MASTER OF SCIENCE | CLASS OF 2016 | WESTERN UNIVERSITY 
Department of Epidemiology & Biostatistics, Schulich School of Medicine and Dentistry 
 Research interests include social determinants of health in marginalized populations, LGBT health, 
and Canadian health policy 
 Western Graduate Research Scholarship 2014/2015 & 2015/2016 
BACHELOR OF SCIENCE | CLASS OF 2014 | YORK UNIVERSITY 
 Specialized Honours, major in Biophysics 
 The Embleton Academic Scholarship: Awarded to 2 students annually for academic excellence in 
Physics, Biophysics, Astronomy, and/or Chemistry (2012/2013 & 2013/2014) 
 York University Continuing Academic Scholarship: Awarded for maintaining >3.8 GPA 
(2013/2014) 
 Dean’s List Honour Roll: Awarded for achieving >3.8 GPA (2012/2013 & 2013/2014) 
 York University Entrance Academic Scholarship: Awarded for entering University with >85% 
average (2010) 
 
Work and Volunteering Experiences 
EPIDEMIOLOGY RESEARCH ASSISTANT | WESTERN UNIVERSITY | SEPTEMBER 2014-PRESENT 
 Collaborated on academic presentations, literature reviews, grants, and original research projects  
EPIDEMIOLOGY TEACHING ASSISTANT | WESTERN UNIVERSITY | JANUARY 2016-APRIL 2015 
 Prepared tutorials for first-year MSc students taking the “Population Health Surveillance” course in 
SAS coding, data retrieval, and difficult concepts reviewed throughout the course 
LECTURER | THE PRINCETON REVIEW | SUMMER 2014 - PRESENT 
 Prepared weekly lectures in Physics and Verbal Reasoning for the MCAT exam preparation course 
 Held weekly office hours for students needing extra help 
 Enrolled in ongoing training to refine teaching skills 
BIOPHYSICS RESEARCH ASSISTANT | YORK UNIVERSITY | SEPTEMBER 2012-JUNE 2014 
 Mentored by Dr. Roger Lew 
 Collaborated on academic presentations, literature reviews and original research projects 
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 Responsibilities included: preserving order and cleanliness in the laboratory, maintaining laboratory 
equipment, evaluating and collecting data, researching methods for improving experimental 
procedure, performing independent experiments, presenting analysis of final project 
PEER TUTOR | YORK UNIVERSITY | SEPTEMBER 2012- JUNE 2014 
 Private tutor organized through the Chair of the Department of Physics and Astronomy 
 Prepared lesson plans and one-on-one tutoring sessions for first year physics students.   
 Member of the SOS Peer Tutor Program. Provided free drop-in tutoring sessions for freshman and 
sophomore students in math and physics 
 Aided students in developing good study skills and habits, lead weekly study groups, and 
participated in committee meetings 
BIOPHYSICS PROGRAM AMBASSADOR | YORK UNIVERSITY | SEPTEMBER 2013-APRIL 2014 
 A volunteer position, nominated by York Faculty, to meet with incoming students to answer 
questions about the biophysics programs and offer advice on how to achieve academic success 
within the program 
 Reviewed course requirements for the Biophysics program, considered possible program changes 
based on personal experience and discussion with first and second year students / past students.  
 
Research Experiences and Publications 
2016 
 POSTER PRESENTATION:  Rachel Giblon & Greta R. Bauer. Inequalities in Social Determinants 
of Health in the Ontario Trans Population. Poster session presented at: London Health Research Day; 
March 24, 2016. London, ON.  
 POSTER PRESENTATION: Rachel Giblon & Greta R. Bauer. Inequalities in Social Determinants 
of Health in the Ontario Trans Population. Poster session presented at: 2016 Rainbow Health Ontario 
Conference; March 9-11, 2016. London, ON. 
 HIMMM PROJECT/BAUER LAB:  Assisted in analyzing data on sexual risk behavior among men 
who sex with men, contributed to the creation, writing and editing of manuscripts for publication 
 RESEARCH PROJECT/BAUER LAB: Intersectionality of identities leading to marginalization: 
Data collection, de-identifying transcripts. Project ongoing. 
2015 
 PUBLICATION: Roger R. Lew, Rachel E. Giblon, & Miranda S.H. Lorenti. The phenotype of a 
phospholipase C (plc-1) mutant in a filamentous fungus, Neurospora crassa. Fungal Genetics and 
Biology. (82) 158-167. September 2015. 
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 POSTER PRESENTATION: Greta R. Bauer, Todd A. Coleman, Gloria Aykroyd, Meredith Fraser, 
Daniel Pugh, Martin McIntosh, & Rachel Giblon. Community acceptance and HIV sexual risk 
among gay and bisexual men in London, Ontario. Poster session presented at: 24th Annual Canadian 
Conference on HIV/AIDS Research; 2015 April 30 – May 3; Toronto, ON 
 POSTER PRESENTATION:  Daniel Pugh, Greta R. Bauer, Todd A. Coleman, Gloria Aykroyd, 
Meredith Fraser, Leanne Powell, Martin McIntosh, Rob Newman, & Rachel Giblon. What does HIV 
risk mean to rural-suburban gay men? Qualitative findings from the Health in Middlesex Men 
Matters (HiMMM) Project. Poster session presented at: 24th Annual Canadian Conference on 
HIV/AIDS Research; 2015 April 30 – May 3; Toronto, ON.  
 
2012-2013 
 CONFERENCE: Panel member at Science Scholar’s Conference at York University 
 RESEARCH PROJECT/LEW LAB: Measuring the cable properties of Neurospora crassa hyphae 
via dual impalement. 
 RESEARCH PROEJCT/LEW LAB: The electrical properties of wildtype and a strain expressing 
high levels of a GFP-tagged histone-whether overexpressing histones in the nuclei affects the 
electrophysiology. 
 RESEARCH PROJECT/LEW LAB: The effect of a 1 Tesla magnetic field on the growth 
of Neurospora crassa. PRESENTATION: Lets talk Science – gave demonstration on optical 
tweezing laboratory protocol, preparation of laboratory slides, fluorescence microscopy. 
 
 
